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RESIDENT Eliot of Harvard, in his Essays on American 

Contributions to Culture, stated that ‘‘ civilization is infinite 
differentiation under freedom.’’ Now because President Eliot 
could not, at the turn of the century, have envisaged the very 
essence of many of the most significant results of the scientific 
studies conducted in experimental and educational psychology 
during the past fifty years, it is all the more a testimony to 
the brilliance of this great educator that this observation of 
his contains practically all that we know of the learning 
process at the present time, and his phrase can be taken as our 
thesis, or at least as our theme or text, in our present 
discussion. 

I shall take the liberty of paraphrasing President Eliot’s 
words. For if we substitute for his word, ‘‘civilization,’’ the 
words, ‘‘learning’’ or ‘‘growth’’ or ‘‘adjustment’’ or even 
‘‘mental health,’’ and in turn substitute for ‘‘freedom’’ the 
very modern professional expression, ‘‘security,’’ we shall 
have at hand a set of definitions of these processes of learning, 
growth, and adjustment that, so far as I know, will not at all 
violate what has been established as sound theory regarding 
these processes, and that emphasize adequately the associated 
and all-important setting or emotional climate—that is, 
‘‘security’’—which must exist if these processes are to go 
forward to completion at all. Hence our definition would 
read, ‘‘Learning and development and mental health and 

* Presented at Bennett College, Greensboro, North Carolina, October 28, 1950. 
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adjustment are processes of continuous differentiation under 
conditions of security.’’ 

You will note immediately that security—the feeling of 
security—is not to be sought as an end in itseif; rather, it 
is to be established for ourselves and for all others time and 
time again merely as an internal milieu or setting in which 
continual growth and development, unending change, and 
infinite differentiation of thinking and action can take place. 

I should like to examine with you the basic elements or 
ingredients both of this essential feeling of security and of 
the growth process that can take place only when this feeling 
is present. In doing so, we should bear in mind that human 
beings are members of various social systems, some simple— 
as in the case of the mother and the child in earliest infaney— 
and others greatly increased in complexity of relationship and 
numbers of persons involved, as in the case of the man carry- 
ing out his manifold duties and réles as an adult. 

It is within these simple or complex social systems alone 
that security feelings are established; and being a child 
psychiatrist, I feel more at home if I draw as my model for 
all later feelings of security the conditions in the simplest 
social system—child and parent—that are necessary to estab- 
lish a sense of security at the lower age levels. That this 
system sets the stage for all further growth in the individual, 
and that the elements operative here are, with very minor 
elaborations, the same as must exist later in the more complex 
relationships of adults one with another, there can be no 
doubt. 

The basic ingredients of a sense of security in the child, 
translated by us into adult terms, would seem to be present 
under the following conditions: 

1. When the child feels that he is wanted, loved, and enjoyed 
by the parents; 

2. When the home is stable in the sense that his parents will 
always be there, and particularly in a crisis; that is, that he 
will not be deserted, abandoned, and bereft of the necessities of 
life itself ; 

3. When he feels that he will be protected by his parents 
from injuries and attacks from all others, and—equally im- 
portant—that he will in turn be protected by them from the 
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expression of his own injuring and combative impulses upon 
the persons or things of others; 

4. When he senses that he will be allowed and even 
encouraged, within necessary protected limits, to undertake 
those adventures in growth, learning, and achievement of 
which he feels capable and that are expected of him by his 
peers at any particular stage of his development; 

5. When he can have faith in the completeness and truthful- 
ness of the information that he receives from his parents; 

6. And, finally, when he is certain that he will be treated 
by them as an individual with his own intrinsic value and worth 
of and by himself, and not as identified with some other person 
—either a highly desirable or a highly undesirable person— 
on the basis of some single and perhaps minor attribute of 
physical make-up or personality that he may possess. 

This is about as far as one can go in one’s attempt to 
analyze and dissect this very complex feeling, in the attempt 
to isolate and label its elements. And I might add, too, that 
such an outline is one that is arrived at clinically by noting, 
in the disturbed and disabled child, the harmful effects of the 
absence of any one or any group of these factors. In this 
respect our present-day observations on feelings of security, 
largely confined as they are to noting the lacking elements, 
are analogous to the definition-by-absence method resorted 
to in the laboratories’ detection of the lack of certain vitamins 
in nutritional diseases. Their absence speaks, while their 
presence is inarticulate except as demonstrated in growth and 
health. 

I will discuss some of the effects of this lack of security 
shortly. But before doing so I want to comment briefly on 
what a sense of security in the child or the adult is not. If I do 
not do so, I fear that misunderstandings may arise in your 
minds regarding it. 

In the first place, a feeling of security is not a static con- 
dition sought and settled upon once and for all. Rather, a 
feeling of security is a process, a series of changes within the 
minimum limits set by the observable expressed needs of the 
child, which I outlined above. The relative importance and 
emphasis of these various needs are continually being modi- 
fied and altered by changes within the body and in the imme- 
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diate environment of the child and the adult and throughout 
his lifetime. 

Secondly, the presence of an effective feeling of security 
is not to be confused with a state of need-gratifying dependence 
on the parent or on any one else. Asa matter of fact, not only 
are they not identical, but on the contrary they are in 
opposition. The dependent child is not secure; rather, his 
condition of dependency is indicative of his essential inse- 
curity. I would emphasize this difference between security 
and dependency because of certain publications in recent years 
by members of my profession directed at the supposed short- 
comings of American mothers, in which publications it seems 
to me that just such an unfortunate confusion between the two 
conditions was the basis of bad theory and even worse advice. 

You will note that the desirable elements in the parent- 
child relationship that I mentioned above stress my belief that 
children should be wanted and loved and enjoyed by their 
parents; aad I feel that the more these attributes are present 
in the parental attitude, the better it will be for the baby and, 
incidentally, for its mother. The publications to which I refer 
in this digression held that the emotional upsets and behavioral 
deviations in soldiers and sailors in World War II were to be 
attributed to the fact that these men were made too dependent 
on their mothers in early childhood—that such dependency 
arose from an undue lavishment of love and attention on them, 
which in turn imbued them with such feelings of insecurity that 
they could not stand the separation and the responsibilities of 
the war experience. 

As a matter of fact, a closer and more intensive analysis 
of those adults who did break under war strain showed that 
they were just the ones who never did enjoy the childhood 
security that only love and attentions on the part of the parent 
can give. It was, in the great majority of cases, the unloved 
child, the child from the unstable home, the child of the harsh 
and inconsistent parent, who broke with a neurotic disability 
or was remanded to the brig or the stockade because of 
repeated violations of military regulations. 

These men were dependent perhaps, but their dependency 
was an outgrowth of their feelings of insecurity from 
infancy onward; they certainly were not insecure and depend- 
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ent because of too much love and care on the part of their 
mothers. And—to continue this much-needed differentiation 
between the child with an excessive need for dependence and 
the child who is secure—I would say that the excessively 
dependent child became so either out of the neglect that I have 
mentioned or, just as often, because the mother’s own internal 
emotional needs could be gratified only if she kept the child 
dependent on her. 

In the third place, the establishment of a sense of security 
does not depend upon the successful avoidance of or the 
absence of frustration. Without frustration of the biological 
needs of the child, it is doubtful if he ever would take even the 
first steps in his development as an individual and distinct 
self or person. Without frustration, he would remain forever 
in that state of blissful oneness with the parent that character- 
ized his prenatal and neonatal period; and without frustrations 
of any sort, the older child, or even we as adults, presumably 
would be content with that unending sameness of response 
that is the antithesis and the exact opposite of growth and de- 
velopment. 

A sense of security enables us to recognize and use frustra- 
tion as a signal to change—+.e., differentiate—our behavior 
and to accept a delay of our infantlike insistence on the full and 
immediate fulfillment of our needs. Needless to say, it is the 
terribly insecure person who cannot tolerate frustration at 
all and who cannot modify or relinquish the gratification of 
his needs of the moment in the interest or anticipation of 
perhaps even greater satisfactions in the future. 

These considerations of what a sense of security is and of 
what it is not should lead us now to a consideration of that 
other process in continual growth and adjustment that should 
take place—and can only take place—concurrently with it. I 
refer here to the process of continual differentiation and 
change in our responses as event follows event throughout our 
lives. Let me outline this process and principle of growth by 
briefly citing two not too obvious facts regarding man and his 
environment. 

The first is that both man and his environment are never 
exactly the same at any two moments in his existence. The 
infinite number of changing processes of a physiological nature 
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going on within the body, plus an equally infinite number of 
possible changes in the stimuli received from the outside world, 
make an exact sameness impossible. Obviously, there is a 
gradation in the amount, the abruptness, and the intensity of 
these inevitable changes; but however slight they may be, they 
do require equally great or equally small differences in our 
behavior. Hence this system of a changing person and a 
changing outside world makes it imperative that the indi- 
vidual’s responses also change in equal measure if he is to 
remain adjusted. 

A second principle directly concerned with the quality— 
that is, with the adaptive or adjustive value—of these 
necessary changes in our behavior is that they must be made 
in the direction of a finer and finer selection of responses and 
of more and more precise responses to more and more particu- 
larized stimuli. This will not seem so abstract or difficult to 
understand if I cite a few examples that we all can observe in 
the developing infant. 

We note that the response of the baby, let us say, in vocali- 
zation is a total global screech or yell that uses all the muscles 
and the powers of the respiratory tract, plus an enormous 
number of other muscular responses not at all really needed 
in the emission of sounds. This total all-body response is, in 
short—at the risk of a terrible pun!—a far cry from the speech 
used by this same child thirty months later, when in a few, 
but none the less adequate, precise words that are particu- 
larized and differentiated sounds, he says that he is hungry. 

In the latter instance, all the totality of his response— 
the unnecessary kicking of legs, waving of arms, grimacing 
of face, tenseness of body muscles, and explosive outpouring 
of air from the lungs—is gone. What has happened in the 
interval of thirty months is that he has made finer and finer 
selections—or differentiations, if you will—in his responses 
to attain the same end; and in this selection the primitive 
totality of response has been cast out—or, as we say, repressed 
—and only vocalization with exact meaning—itself highly 
differentiated and precise—is now used. 

The same differentiated changes from total bodily responses 
in the muscle systems are to be noted in the infant’s attempts 
at walking or in the more and more adequate use of hands 
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and fingers in the increasingly complex and difficult task of 
managing spoons and then forks, or in buttoning his clothes 
and in tying his shoe laces. 

Now if we turn for a moment to the field of man’s emotions 
and feelings, we are instantly aware of this same process of 
development and learning at work. Let us consider the nega- 
tive feelings as examples. The rage or anger or ‘‘hatred 
response’’ of the infant is as total a body reaction as it is 
possible to see. With clenched fists and thrashing legs, inter- 
mittent erying and breath-holding, arching of the body, tears, 
or even banging of the pillow with his head, the child is re- 
sponding to his discomfort with the use of his total repertoire 
of responses. And he also is responding to a hatred of, or a 
feeling of rage to, the whole environment rather than to some 
particularly selected thing or person in it. But in this area— 
that is, in the area of the expression of his rage—hundreds of 
slowly acquired, but nevertheless definite, steps in differentia- 
tion must take place; and on some later date in adulthood, we 
will find this same negative feeling motivating precise, goal- 
directed activity against a selected evil in society. 

A word of caution should be inserted here in order that it 
may not be assumed that the repression of these undesirable 
and unnecessary parts of the infant’s and child’s response, as 
he goes from stage to stage in his development, means that 
they are forever cast out and lost to him as methods of expres- 
sion. Unfortunately they are still there as potential responses 
as long as he lives, and I shall comment in a moment on just 
what set of circumstances tends to reactivate them in all or 
part of their primitiveness and irrationality. 

These examples, then, illustrate the process of growth and 
development by differentiation of primitive, infantile global 
responses into adultlike particularized responses. The 
unnecessary excess on the individual’s side is repressed and 
the direction of the response toward the total world and every- 
thing and everybody in it is replaced by a narrowly defined, 
individualized object, person, idea, or ideal. 

It now remains for us to reémphasize the relationship 
between this hoped-for orderly process of growth and that 
sense of security previously discussed. Our observations on 
the intellectual and emotional development of infants and 
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young children indicate that these two factors—security and 
growth through differentiation—are mutually and absolutely 
codependent. The expected development of the child will not 
occur in the absence in the child of a sense of security in 
relation to the people who comprise the social system, simple 
or complex, in which such development is normally supposed 
to take place. In its place—and of course in relation to the 
relative totality or completeness of his feelings of insecurity— 
the child will respond with an essential maximal sameness of 
response, in so far as the inevitable changes in himself and in 
his environment that I mentioned above will allow. 

He responds in this way because in the presence of his inse- 
curity feelings, he must respond with the only safe response 
he knows—that is, the relatively same response repeated over 
and over again. He maintains at least the minimal security 
that is offered by a sameness of response; but in doing so he 
does not acquire new responses. Why this is so, we in the 
social sciences do not yet know, but it is a repeatedly observable 
clinical fact that it is so. And the observed resumption of 
orderly growth and differentiation of responses in rejected 
youngsters through the inculeation of security feelings by 
warm and loving foster parents, or by the therapist who is 
treating them, also attests to the extreme importance of the 
codependency of these factors, and demonstrates, too, that 
the unfortunate effects of their absence can, with patience and 
skillful treatment, be overcome and corrected. 

Thus far in our discussion we have been concerned largely 
with the operation of security feelings and the differentiation 
of responses in relation to learning and development, particu- 
larly as they affect the growth of the infant. It is of equal 
importance for us, I believe, to consider for a moment their 
operation in somewhat older children, in adolescents, and, 
lastly, in our lives as adults, with particular reference in these 
groups to their effects on everyday social adjustments, on the 
older child’s and student’s and our own efficiency as citizens, 
and indeed on the mental health of all of us. If disabilities 
in these areas arise, what is the general nature of the disabil- 
ities and what are the general circumstances that bring them 
into being? 
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For purposes of discussion, we may state categorically that 
any deviation in behavior or feelings in the child or in the 
adult that is serious enough or widespread enough, in the 
areas of useful living, drastically to impair the individual’s 
efficiency or to constitute mental ill health—such a deviation 
is characterized by a maintenance of or more usually a return 
to, or, better, a reactivation of those primitive or infantile 
responses—those relatively total responses—that are typical, 
‘‘normal,’’ or even useful at a much younger age level than 
the one that the individual in question would be expected to 
have reached. The memories of our past levels of security— 
security in our emotions, feelings, and ideas—we carry with 
us forever; and their unremitting pull upon us in an attempt 
to dictate and determine our responses in later and quite 
different situations is a power that we have to resist in every 
changing situation—and particularly in every frustrating 
situation—that confronts us. This battle, in at least some 
small way, must be refought and rewon every day if we are to 
maintain our social and vocational efficiency, and indeed our 
mental health. 

Let us take two examples of this reversion to, or maintenance 
of, more infantile levels of development, and note in each 
the attempt on the part of the individual to overcome his 
present state of insecurity—we technically can call it 
‘*anxiety’’—by the creation of a position of fictitious security. 
The first example is seen frequently in the case of a three- or 
four-year-old child when a baby brother or sister is born in 
the family. The four-year-old child has already passed 
through the stages of training that we would expect; he is 
eating solid foods and drinking from a cup, and for some time 
has been adequately toilet-trained. Presumably he has enjoyed 
the complete love and attention of his parents and has 
experienced an adequate sense of security in relation to them. 
He has been told of the new child who is coming into the 
family and, as far as one can judge, is eagerly awaiting its 
arrival. 

Upon the birth of the baby, however, his security is threat- 
ened or, rather, because his mother now devotes more and 
more time to the new baby, it really seems to him that he is 
threatened by her loss—that he is in danger of being deserted 
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or abandoned by the mother. Under these circumstances it 
is not unusual for the four-year-old to regress to infantile 
modes of behavior and attempt to be a baby again, with the 
end in view of recreating all the security feelings he once felt. 

He will give up eating with a spoon or drinking from a cup, 
and demand that he, too, have a nursing bottle, and he casts 
aside his acquired training and begins again to wet and soil 
himself. His talk, too, may become babyish and the names of 
objects that he knew quite well he supplants with unintelligible 
gibberish. Withal he gives the outward appearance of a very 
anxious and insecure child. And an important aspect of the 
situation which we must not fail to note is that in his regression 
he is the picture of a disabled child when viewed in relation to 
his present adjustment and—what is much more significant— 
that his future growth and development are threatened. 

Fortunately, of course, such reversions in the face of a 
threatened loss of security are usually short-lived, and sympa- 
thetic reassurance on the part of the parents will enable the 
child to retake the level of growth that he never should have 
felt compelled to abandon. But this picture in the infant is a 
useful model to demonstrate the potentialities in all of us of 
making disabling compromises with external threatening situa- 
tions. 

It should be added, too, that this four-year-old patient of 
whom we speak is at the same time taking care of some of his 
definitely aggressive and hostile inner wishes toward the 
baby by his demonstration, primarily to himself and second- 
arily to his parents, that he is a powerless, disarmed baby, 
rather than a four-year-old who actually would harm the 
infant if he gave expression to his undesirable impulses. But 
this compromise response which he attempts—his ‘‘symptom,”’ 
his ‘‘neurosis,’’ if you will—is disabling because it really is 
both unsatisfying to him and unsatisfactory to his world at 
large—that is, to his mother and father. 

Let us consider briefly an older child—in this instance, a 
fifteen-year-old girl. The mother states in her description of 
the problem that the girl is quiet, very reserved, confides in 
no one, and seems preoccupied and unhappy. She has no close 
girl friends and refuses to attend dancing class. She plays in 
rough sports, usually with boys somewhat younger, and shows 
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no interest in boys her own age or in dates. She prefers 
dungarees and sweat shirts to fine clothes and has never used 
make-up. 

The most alarming feature of the case from the mother’s 
point of view, and that which finally prompted her to bring 
the child to the clinic for help, is the girl’s recent refusal to 
eat more than the barest amounts of food and her horror that 
she may gain weight. She checks her weight daily and is dis- 
tressed if the scales show even the slightest increase. 
Repeated physical examinations at the mother’s insistence 
have shown that she has no physical abnormalities and that 
she is in good health. 

What, then, are the meanings and the values of this girl’s 
symptoms? What is she trying to do? A sympathetic and 
understanding appraisal of her emotional problems in an inter- 
view with her by a woman psychiatrist reveals that the central 
impulse in this girl’s behavior is to prevent her own future 
development. Her anxieties and feelings of insecurity, of 
which she at first is not fully aware, center around her fear 
that she will not be able to control her sexual impulses, and 
such impulses she considers to be sinful, immoral, and dirty. 

All of her disabling symptoms, then, are seen to be directed 
toward maintaining that position of maximum security which 
is construed by her as the eternal maintenance of the develop- 
mental level of the eleven- or twelve-year-old girl—an age 
that predates the onset of puberty and the activation of sexual 
impulses. She denies neurotically that she is a mature girl 
and refuses to identify with the réles of mature girls of her 
age in recreation, in an interest in boys, in making herself 
attractive to men by clothes and make-up—all of which 
activities would be threatening her inner security. 

It is discovered, too, that her refusal to eat is to prevent her 
from assuming the bodily contours that would indicate to her 
and to others that physiologically she is mature. What she 
is desperately trying to do, because of her insecurity feelings, 
is to revert back to, and thereafter maintain, an earlier child- 
hood ‘‘asexual’’ position — a ‘‘neutral’’ position of being 
neither girl nor boy—which to her represents the only secure 
and anxiety-free position available to her. But she does this 
at the cost of present emotional adjustment and future growth. 
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Finally, then, an appreciation of the disabling factors 
inherent in these illustrations of reactions to feelings of inse- 
curity that I have drawn from the case histories of early 
childhood and adolescence—at which times the complexities of 
growth and its opposite regression, and the social systems and 
interpersonal relationships confronting the individual, are 
somewhat simpler to unravel—can be of importance to us of 
the adult age groups in our attempts to deal adequately with 
our own frustrations, our own undesirable impulses, and our 
own insecurities. 

The insecurity feelings generated by threatened loss of 
prestige, of academic or vocational advancement, of economic, 
social, and professional status, or of another person’s love or 
esteem—to name but a few of them—inevitably will have to 
be handled by us in as efficient and as mentally healthy a way 
as possible—by all of us at some time in our lives—if we elect 
to lead a way of life that we intend to make, in so far as we are 
capable, purposeful and socially significant. That efficient 
and mentally healthy method—if we are at all correct in the 
principles outlined—would seem to be the absolute necessity 
that we as individuals forever recognize and treat the events 
and persons and relationships of the day as in some degree 
distinct and different from those that have preceded them, and 
with the insight that convinces us that these problems and 
insecurities that we face now will never be eradicated for us 
as individuals by a return to and a reliance upon our earlier, 
more generalized, less mature modes of action. 

But in a sense that transcends our task and duty as indi- 
viduals in the attempt to establish our own feelings of security 
and thereby maintain our own individual adjustment, we have 
a duty as citizens of this country (and latterly as people 
among all peoples) to reduce to the lowest possible level the 
feelings of insecurity in all groups of men. Only then will we 
be able to feel sure that the generalized primitive rages of 
groups of men or groups of nations will not be reactivated as 
their one hope for security. Only then will there be no sem- 
blance of justification for the mass expression of intolerance 
and bigotry. And only then will be realized the characteriza- 
tion of President Eliot that ‘‘civilization is infinite differentia- 
tion under freedom.”’ 
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| & February, 1946, it was my privilege to become associated 

with the Bronx Veterans Administration Hospital in the 
development of a psychiatric teaching program. This year I 
assumed a consultant réle in teaching at the new Franklin 
Delano Roosevelt Hospital at Montrose, New York. I speak, 
therefore, from experience and in appreciation of a plan of 
psychiatric care that is second to none, that compares favor- 
ably with that of any private or university center in America, 
and that has shown a new pattern for strengthening an organi- 
zation which, prior to 1945, was close to the bottom in American 
medicine. The manner in which this revitalization took place 
offers a pattern for all state hospitals that, if it were followed, 
could raise American psychiatry to a new level. 

I remember well my first visit to the Bronx Hospital. Many 
years of apathy, red tape, and bureaucratic interference had 
left their stamp. Psychiatric patients were scattered through- 
out several buildings. The wards themselves were grim re- 
minders of an older era in psychiatric care. There was 
overcrowding, unpainted walls, inadequate equipment, absence 
of a program of daily activity for patients. The place was 
understaffed and the physicians overloaded with too many 
patients and too much paper work. Occupational therapy was 
little used. There were inadequate outpatient facilities. Nurses 
were disheartened and very few were psychiatrically trained, 
since most of them were rotated through psychiatry from the 
general hospital. In this situation patients fared poorly, 
since it was manifestly impossible for the overworked staff 
to give anything like individual attention. 

Suddenly, without warning and with little experience in 
teaching, the staff was asked to organize a residency training 
program. With this one step began the transformation of the 

* Presented at the Annual Conference of The National Association for Mental 
Health, New York City, November 17, 1950. 
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place. By July of 1946, ten eager young doctors just out of 
military experience arrived for training in psychiatry. Under 
the supervision of the Dean’s Committee of the three medical 
colleges of New York, an attending staff of ten gifted teachers 
was recruited to serve two half days a week in supervision of 
training. With each resident assigned a case load of twelve 
patients, which is the maximum for good training, it meant 
immediately that 120 patients of the 200 in residence would 
begin to receive intensive psychotherapy. Most of the others 
were patients with neurological problems. Under the leader- 
ship of Dr. Harold Wolff, a neurological residency program 
was instituted, with three physicians in training. Each psy- 
chiatric resident was to spend three months in clinical neu- 
rology. With these provisions, each of the 200 patients in the 
psychiatric and neurological divisions could be given the kind 
of individual attention that spells success in therapy. 

At once the atmosphere changed. A ferment of intellectual 
curiosity ensued, and the warmth and enthusiasm of the resi- 
dent group for their own patients quickly established an atmos- 
phere of friendly optimism. To make such a program come 
alive, it was necessary to draw into active codperation all the 
other members of the team. The department of social service 
was enlarged, and social-work students arrived for field train- 
ing. The occupational therapists were suddenly deluged with 
psychiatric patients whom they had rarely seen previously, 
and were thereby forced into a new vitality. A department 
of clinical psychology was created with six full-time psycholo- 
gists and fifteen psychological students, all of them vitally 
interested in matters of study, treatment, and research. Office 
space was at a premium, but the group managed by doubling 
up, by doing more work on the wards. A training program 
for nurses was instituted with the hope of enlisting a non- 
rotating staff in psychiatry, which soon came about. A 
coordinated training evolved in which psychiatrists, psycholo- 
gists, social workers, and nurses all participated. 

There were, to be sure, problems and headaches, but with 
support and endless patience from the chief of service, Dr. 
Flowers, and from the manager of the hospital, General DeVoe, 
the program pushed forward in the first year and came into 
full function by the second. Through the wise planning of the 
Veterans Administration, it was made possible to supplement 
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the experience of the resident psychiatrists in training. Money 
was allocated to pay for their training in child psychiatry at 
the Jewish Board of Guardians, to which each resident was 
assigned half time for nine months. One month out of the 
three years was spent at Letchworth Village, studying prob- 
lems of intellectual defects. More money was allocated to 
provide throughout the year a series of outstanding lectures 
by distinguished psychiatrists, psychoanalysts, anthropolo- 
gists, sociologists, and others. 

It was soon evident that the facilities for physiological 
therapies needed expansion. The entire top floor of the build- 
ing was reconstructed as a modern acute-treatment service 
where patients might have insulin therapy, electric-shock 
therapy, and other physiological treatments. In recognition 
of the need in training for experience with ambulatory 
patients, a large mental-hygiene clinic was organized with four 
full-time psychiatrists, a psychologist, and a social worker. 

Research problems were not long in presenting themselves ; 
pre- and post-lobotomy studies, the rehabilitation of para- 
plegics, researches in hypnosis and in group psychotherapy, 
personality studies in various psychosomatic disorders—these 
and many others were quickly under way. With the develop- 
ment of an active consultation service to the general hospital, 
the field of psychosomatic medicine quickly opened up. The 
division of physical medicine and rehabilitation quickly 
expanded and proved to be enormously imaginative and re- 
sourceful in meeting the reality problems of adjustment to the 
outside world, in preparation for occupations, counseling on 
future goals, and remedial training in speech disorders of 
aphasic patients. And when the maintenance staff of the 
hospital agreed to take psychiatric patients under their wing 
for actual experience, the final step in the acceptance of 
psychiatry in a general hospital had been effected. 

In short, in four brief years this hospital has become an out- 
standing teaching center with 25 residents in training. 
Twenty-eight psychiatrists have completed the training pro- 
gram. All of them have successfully passed the American 
Board examinations. The full-time staff has grown in knowl- 
edge and skill through participation in the constant educa- 
tional process. Patients now receive the highest level of 
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psychiatric care at no cost. The research atmosphere is vital 
and alive. In my judgment, the Bronx Veterans Hospital 
to-day compares favorably with the best of the university and 
private hospitals in America. Since I am no longer connected 
with it, I can view it objectively and speak with pride and 
affection and the highest admiration for what has been 
achieved. 

How did all this come about and what are its implications 
generally and nationally? This new veterans-care program 
was evolved rapidly as compared with developments in the 
past. The history of the Veterans Administration begins after 
World War I. The civilian committee appointed by the Presi- 
dent in 1921 to look into veterans’ care found at that time 
three governmental agencies without common authority 
engaged in executing the laws for the relief of the disabled. 
They recommended consolidation of functions, and by an act 
of Congress in August, 1921, the Veterans Service Administra- 
tion came into being. By 1923 all of the 46 public-health hospi- 
tals had been transferred to the Veterans Bureau. 

In 1924 Congress liberalized the provisions for the care 
of ex-servicemen to include any veteran of any war since 1897 
who had been honorably discharged, regardless of the origin 
of his disability. This at once opened the door for five million 
veterans to receive government care. By 1932 there were 56 
hospitals with a combined capacity of 30,000 beds, in addition 
to ten domiciliary homes with another 20,000 beds. 

In 1930, Congress created the present Veterans Administra- 
tion by consolidating the Bureau of Pensions, the National 
Home for Disabled Volunteer Soldiers, and the United States 
Veterans Bureau. Since that time the program has steadily 
grown in size. By 1941, the Veterans Administration was 
operating hospitals in 91 locations in 45 states, comprising 
80,596 hospital beds. To-day it operates 106,000 beds, and the 
potential patient population has increased from five million 
to nearly twenty million veterans. Fifty-six per cent of all 
these beds are occupied by patients with nervous and mental 
diseases. It is believed that, by 1975, 30,000 beds will be 
necessary. 

Mere expansion in size, however, is little guarantee of 
increase in effectiveness. As early as 1941, the American 
Legion, becoming concerned with the inadequacies of medical 





VETERANS ADMINISTRATION SHOWS THE WAY 369 


care, passed their famous Resolution 528, which was highly 
critical of the prevailing policies of the Veterans Administra- 
tion. They strongly reiterated this in 1945. The result was a 
complete reorganization, the results of which are now evident. 
With the appointment of General Omar Bradley as the 
administrator of Veterans Affairs, a new program swung into 
being. Major General Paul Hawley was appointed medical 
director. 

From the beginning, these two men were dedicated to the 
affiliation of this great system of veterans hospitals with the 
medical-educational forces of the United States. They con- 
ceived the sound idea that the backbone of quality of medical 
care offered to the veteran in the future would be dependent 
to a large degree on an affiliation with teaching hospitals and 
teaching institutions. Their first step in reorganization was 
to approach American medicine through the Board of Trustees 
of the American Medical Association and to enlist the support 
of American medicine in their program. They were convinced 
that all new hospitals should be constructed in close physical 
proximity to medical schools, whereby administrative responsi- 
bility would remain with the Veterans Administration, but 
the responsibility for the quality of medical care would be 
accepted to a large degree by the medical schools. This was 
the unique and sound aspect of the program which was to 
revolutionize veterans hospitals. 

Because the end of the war was releasing large numbers of 
competent physicians into civilian life, they were determined 
and were able to enlist many high-caliber medical people on 
full-time duty. For teaching supervision, they conceived the 
plan known as the Dean’s Committee which, through the 
appointment of consulting and attending physicians, would 
undertake to supervise the professional work in each hospital, 
to carry out the teaching program, and to make their services 
available in any other way deemed necessary by the full-time 
members of the staff. There then became immediately avail- 
able a tremendous group of part-time medical talent through- 
out the United States who had been selected and appointed by 
the many Dean’s Committees. 

Further, it was evident that all professional personnel 
should be removed from the hampering restrictions of civil 
service. This resulted in the passage by the 79th Congress 
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of Public Law 293, which removed physicians, dentists, and 
nurses from the requirements of civil service. At once the 
procurement of physicians, dentists, and nurses rose sharply. 
Unfortunately, other auxiliary personnel, such as clinical 
psychologists, dietitians, social workers, occupational ther- 
apists, and laboratory and X-ray technicians still remain under 
civil service, resulting to this day in problems of adequate 
recruitment. It was also soon evident that to attract outstand- 
ing people salaries must be raised, and a liberal salary scale 
was adopted. 

In short, the full program responsible for the revitalizing 
of veterans hospitals was stated by Dr. Paul Magnuson, 
at that time the chief medical officer, as follows: 


1. To attract and retain adequate full-time per- 
sonnel by offering opportunities for professional 
growth and development and providing salaries com- 
mensurate with ability. 

2. To secure the services of outstanding medical 
men to serve as teachers, consultants, and attending 
physicians. 

3. To inaugurate a residency training program by 
means of which Grade A medical schools would par- 
ticipate in the treatment of patients and the training 
of the full-time staff, and by means of which the criti- 
cal shortage of medical specialists could be partially 
overcome. 

4. To build new hospitals in urban centers in close 
proximity to medical schools and medical talent and 
to attempt to make every V.A. hospital a teaching 
hospital. 

5. To insure that professional personnel are 
relieved so far as possible from all nonessential 
administrative duties and are free to devote their full 
time and attention to the care and treatment of 
patients. 

6. To develop a research program which would 
improve therapeutic procedures, provide training 
materials, and make the department of medicine and 
surgery a professional alert and progressive medical 
organization. 
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While the strengthening of hospital care was first in 
importance and urgency, this did not exhaust the reforms. 
A tremendous program of outpatient medical care in hos- 
pitals and regional-office clinics was developed. Over 60 men- 
tal-hygiene clinics for veterans were established. An equal 
number of private clinics serve veterans on a contract basis. 
An extensive program of dental care was instituted. A pro- 
gram of home medical care was initiated, under which the 
veteran is entitled to consult a physician of his choice in his 
own home town if he needs treatment for a service-connected 
disability. A similar program exists in the field of dentistry. 
Seventy-five thousand physicians have indicated willingness 
to participate in this program. 

An important division of medical activity has evolved in the 
programs of physical medicine and rehabilitation. This in- 
cludes all those activities usually known as physical therapy, 
occupational therapy, corrective therapy, manual-arts therapy, 
and educational therapy. Every hospital has such a depart- 
ment headed by a physician. These programs are preéminent 
and lead the nation in their comprehensiveness. Special pro- 
grams were set up for the rehabilitation of paraplegics, of 
which there are 2,400, the results of treatment setting an exam- 
ple for the rest of the world to follow. In the outpatient 
activities alone throughout the country 1,400 full-time physi- 
cians and 1,170 part-time physicians are employed. In the 
field of psychiatry the Veterans Administration is training as 
many physicians as all other organizations in the country com- 
bined. Almost half of the approved residencies in the United 
States in the field of psychiatry are in the Veterans Admini- 
stration, which has about 50 per cent of all postgraduate stu- 
dents in clinical psychology under the sponsorship of 42 
affiliated universities. 

Research activities are numerous. In 1949, $4,270,000 was 
spent for that purpose. Consultants from the area office regu- 
larly visit every hospital. 

One might imagine that so vast a program would be pro- 
hibitive in cost. The total cost of the entire program is 
admittedly great. Salaries alone in the department of medi- 
cine and surgery amount to $582,000,000. However, in 1949, 
the hospital cost per diem for psychiatric patients was $6.58, 
which is far below the cost in most private psychiatric hos- 
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pitals. The overall efficiency of veterans hospitals has been 
immeasurably increased, so that each hospital bed is pro- 
viding service for one and a half times as many patients as it 
did a few years ago. It cost $1.74 per patient day for all pro- 
fessional services of both full-time physicians and consultants 
for the veteran in general medical and surgical hospitals. This 
is remarkably low—astonishingly so when the high type of 
medical service is considered. 

What are the implications of this vast program for psychi- 
atric developments in general throughout the nation? The 
Veterans Administration has shown that the highest level of 
teaching, research, and patient care in mental disorders can 
be achieved at amazingly low cost provided the job be done in 
collaboration with the medical profession of America, that it 
be intimately related to the medical colleges of America, that 
it be free of dogmatic interference, and that it be willing to 
pay adequately for the services obtained. 

Without question its unique feature lies in its affiliation with 
teaching medical centers. Its wisest provision has been to 
take psychiatric hospitals from the backwoods and the remote 
geographical areas in which so many have been built for 
reasons of false economy, and to put them in close proximity 
to teaching centers, where reciprocal stimulation can evolve. 
For many years thoughtful people have been urging that 
our state hospitals do likewise. Good psychiatric care rarely 
flourishes without the stimulation of a teaching program. I 
am convinced that most of our state hospitals can be equally 
vitalized by the adoption of these few basic principles: 

Stop building hospitals forty miles from cities, where the 
people of talent grow stagnant without constant stimulation. 

Make every state hospital a vigorous teaching center. 

Effect this through affiliation with medical colleges. 

Increase state budgets so that personnel can be paid at the 
same high level as other institutions. 

The best medical care always has and always will rest on 
the cornerstone of teaching, research, and therapy. When 
these are separated, fragmentation always results and the 
level of professional care drops. 

Truly the Veterans Administration in four brief years has 
shown the way—a way that others can follow to the enrich- 
ment of all psychiatric services in the country. 





THE CITIZEN VOLUNTEERS IN THE 
CAUSE OF MENTAL HEALTH * 


GERTRUDE L. NILSSON 
Executive Director, Mental Hygiene Society of Maryland, Baltimore 


6 eae program of volunteer service to mental hospitals 

makes up approximately one-third of the total program 
of the Mental Hygiene Society of Maryland, with a profes- 
sional staff member devoting all her time to its direction. 
Whether originally the mental-hygiene society developed the 
volunteer program or the volunteer program developed the 
mental-hygiene society, it is difficult to say; they have grown 
up together. 

Before the story of how it happened, let me point out a com- 
bination of factors probably unique to Maryland: 

In the first place, Maryland is a small state, considered 
either on a population or on a geographical basis. There are 
only five mental institutions, with a few more than nine thou- 
sand patients, and of the five, four, caring for 8,500 of these 
patients, are within an hour’s drive of the society’s office in 
Baltimore. This means that problems as they arise (and 
they do arise) can usually be settled by a telephone call or by 
a visit between society staff and hospital staff, without benefit 
of protocol. 

In the second place, the Maryland Plan of Family Care, as 
it has been developed by Mrs. Henrietta B. DeWitt in her 
fifteen years as social-work supervisor at Springfield State 
Hospital, has, to an extraordinary degree, interpreted mental 
illness and the réle of the mental hospital to the people of 
Maryland, and prepared them for the basic implication of 
volunteer service—that mental patients are people not too 
different from themselves. 

As a result, too, of Mrs. DeWitt’s vision, the Baltimore 
Chapter of the American Red Cross, soon after the second 
World War, started to provide the hospitals with Gray Lady, 
canteen and entertainment, and instruction services. 

* Presented at the Annual Conference of The National Association for Mental 


Health, New York City, November 17, 1950. 
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In the third place, the Maryland Society has been fortunate 
in having a state department of mental hygiene—first under 
the leadership of Dr. George Preston, and more recently under 
that of Dr. Clifton T. Perkins—that is sensitive to the value 
of community interest and sympathetic to the society’s pro- 
gram. 

Each of the five institutions now has a codrdinator of volun- 
teer service working with her fellow staff members to develop 
a creative réle for volunteers. Most of you have read in the 
’ American Psychiatric Association’s On the Positive Side, Dr. 
Isador Tuerk’s tribute to the pioneering work of Mrs. Isabel 
Schuman at Spring Grove State Hospital. Mrs. Schuman was 
the first codrdinator to be engaged, and to her goes a large 
share of the credit for establishing the value of volunteer 
service. I believe that no community program of volunteer 
service can achieve any degree of success unless the hospital 
it serves has a full-time staff member to greet the volunteers, 
arrange for their assignments and supervision, and keep them 
related to the hospital and to their job in the hospital. Codr- 
dination in the community must be complemented by codrdi- 
nation in the hospital. 

And, finally, the society, throughout the history of the pro- 
gram, has had the generous and intelligent support of 
Baltimore’s Sunpapers. As a matter of fact, the Sunpapers 
may properly be said to have sired the movement. 

And this is how it happened: 

Just two years ago this month, an explosive series of articles 
by Howard Norton in The Evening Sun stirred the conscience 
of Maryland with the account, in words and pictures, of 
medieval conditions in the mental hospitals. One of the by- 
products of the series was a spontaneous public movement to 
aid the mental patients with service and supplies. 

This was a completely unorganized movement on an impul- 
sive individual basis. When Mrs. Jones cleaned out her attic 
or her cellar, instead of calling for the Salvation Army, she 
sent the débris to the mental hospital. When Joe, the produce 
man, had a carload of fruit a little too soft to sell, he sent it 
to the mental hospital. Kind people collected truckloads of 
old clothes and discarded toys and dumped them on the mental 
hospitals. Hospital halls were overrun with determined do- 
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gooders, and with investigating committees sent by a variety 
of organizations, ranging from trade unions to bridge and 
bowling clubs. 

Many times during this period, hospital staff, with perfect 
justification, must have wished that the mental hospitals could 
go back where they came from—to their traditional isolation. 

But consider the society’s situation. Our community-activi- 
ties program was two months old. There we were in an office 
which, according to American Psychiatrie Association stand- 
ards, was not quite large enough for one mental patient. Two 
professional staff members and one part-time secretary shared 
this space. People were forced to line up in the hall outside 
because only one at a time could squeeze into the office. And 
as they filed in, they brought offers of service which we, who 
were not a service organization, referred to the American Red 
Cross. 

‘*T’m a retired graduate nurse. Isn’t there some way J can help the 


mental patients?’’ 
‘*Go to the American Red Cross.’’ 


‘*My club wants to give a party for mental patients.’’ 
‘*Go to the American Red Cross.’’ 


‘«Could the mental hospitals use the tomatoes from my farm?’’ 
‘*Go to the American Red Cross.’’ 


**T’ve done volunteer work at a general hospital. Isn’t there something 
I can do in a mental hospital?’’ 
**Go to the American Red Cross.’’ 

It took a great deal of time, and the procedure probably was 
helpful to no one. 

But these same people, and others like them, kept coming 
back to us. Some of them had already volunteered through 
the Red Cross; some were working in the hospitals inde- 
pendently. The questions they brought were different now: 
‘‘Do you have any pamphlets on mental health?’’ ‘‘Our club 
wants a speaker on mental hygiene. Can you recommend some 
one?’’ ‘*What can we do to prevent mental illness?’”’ ‘‘Isn’t 
there some place I can get special training to work with mental 
patients? It’s different from the other work I’ve done?’’ 

These questions were not for the Red Cross or for any 
other agency—they were definitely for the mental-hygiene 
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society, and the time we took to answer them we felt was well 
spent. 

At just about this time the society held a series of weekly 
meetings to give background and information to solicitors in 
the membership drive. And do you know who came to these 
meetings? Do you know who worked on that first membership 
campaign? Those very volunteers who had come to us first 
with offers of service and again with requests for education. 

Even after the membership drive was concluded, these same 
people, sometimes 20 of them, sometimes as many as 60, but 
always with a nucleus of 15 regular attenders, continued to 
meet weekly in the society’s office. We gave them professional 
speakers, largely from the hospital staffs. We discussed some 
of the problems volunteers faced. We discussed the needs of 
the patients. 

That was the beginning of our training program for mental- 
hospital volunteers, and our introduction to the field of volun- 
teer service. 

It became increasingly clear that for the society’s program 
of community organization and education, these individuals 
and their organizations offered the most enthusiastic, the 
most diligent, and, potentially, the best-equipped lay leader- 
ship available. 

It became clear, too, that because of the society’s focus, we 
were more familiar with the needs of the hospitals and better 
acquainted with their staffs than any other agency. We found 
that being a young organization was an advantage—we were 
not strapped with a nationally determined code of policy and 
practice. Because social action was an integral part of our 
program, we found that we could promote interest in volun- 
teer service in the hospitals, and stimulate a demand for it, 
instead of waiting, as is the orthodox procedure, for the 
demand to come spontaneously from the respective superin- 
tendents. 

In June, 1949, the board formally endorsed the program in 
recognition of the following values: 


1. Service to the patients. 

2. Moral support to professional staffs. 

3. Immediate help to the hospitals by filling in 
temporarily until basic reforms could be accom- 
plished. 
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4, Opportunity for all people to make some contri- 
bution: those with time, but no money, in actual serv- 
ice ; those with neither time nor money, in collection of 
such supplies as magazines and arts-and-crafts 
materials. 

5. Opportunity for the patients’ relatives to make 
some contribution for the benefit of their loved ones 
and to learn to acknowledge publicly their concern 
with mental illness, though volunteers are never 
assigned, for generally accepted reasons, to hospitals 
in which they have relatives as patients. 

6. Means of sustaining interest in the mental hos- 
pitals between legislative sessions, as a source of com- 
munity forces for legislative activity. 

7. Promotion of mental-hygiene education on a 
functional level. The plus value to the volunteers of 
learning to relate helpfully to mental patients is that 
they learn to use themselves more freely and help- 
fully in all their relationships. 

8. Modification of the traditional isolation of the 
state mental hospital and recognition of the hospital 
as a community resource. 


At this time the program was given a full-time director 
on the staff. 

Because public interest was at such high pitch, there was no 
time to develop a blue print in advance of the program, and in 
the year that followed, the program was always a little ahead 
of the blue print, as the demands for service and the offers of 
service poured in on an agency prepared with little more than 
good intentions and confidence in the worth-whileness of the 
job to be done. 

In the late summer of 1949, the Maryland Occupational 
Therapy Society approached us with an offer to provide a 
training course for 15 occupational-therapy volunteer assist- 
ants, if we could provide the volunteers. This course, which 
is now being repeated, is a stiff one, requiring 70 hours of 
training and a pledge of 150 hours of service. We accepted 
the offer and experienced our first real recruiting drive with 
anything like professional standards. 

There were, at that time, four registered occupational thera- 
pists, serving all 9,000 patients. To-day, as a result of that 
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first course, occupational-therapy volunteer assistants sup- 
plement the efforts of the professionals, carrying occupational 
therapy out of the shops into the wards and day rooms. Two 
of the graduates were employed by hospitals as occupational- 
therapy aides, and two others are now teaching simple arts and 
crafts to attendants who are taking an in-service course in 
practical nursing. 

Many of the volunteers who applied for this course were 
well-qualified and eager to serve the mental patients, but could 
not commit themselves to the amount of time demanded of 
the occupational-therapy volunteer aides. It did not seem to 
us that they should go to waste, so to accommodate them and 
others like them whom we knew of in the community, we set 
up a category called ‘‘social-therapy volunteers. ’’ 

Perhaps I should define this term. We borrowed it from 
England. We emphasize the ‘‘social’’? rather than the 
‘*therapy,’’ and interpret it to lay groups as a means of help- 
ing mental patients move toward health by being friendly with 
them. This is now our biggest bloc of volunteers. Although 
they may use arts and crafts as their medium, they need not 
necessarily be supervised by the registered occupational 
therapists, and may work with psychiatrists, graduate nurses, 
social workers, recreational therapists, or any other profes- 
sional staff members who need their services. 

We used the same application process with this group as 
with the other, but their training consisted of a 20-hour 
orientation course in one of the state hospitals. Our feeling 
was—and experience has confirmed it—that with the proper 
orientation, these volunteers could use what individual skills 
they already possessed in their work with the patients—that 
no particular skill is required, for example, to take patients 
for walks, or to serve them coffee in a day room. 

This first course was in the nature of an introduction to 
psychiatry, and the volunteers felt that it did not prepare them 
adequately for their work. A second course, for the same 
kind of volunteers, was held at the same hospital a few months 
later. In this one, several department heads participated, 
interpreting their respective jobs. This was considered more 
successful, but still as requiring modification. 

While we were working with the occupational-therapy 
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society, a new group approached us with a different kind of 
offer—a very exciting offer—which opened the door to one of 
the happiest experiences we have had in this whole program. 
A representative of the Baltimore Section of the National 
Council of Jewish Women came to the society for help in 
setting up a volunteer project at the state training school for 
the feebleminded. The council would provide the volunteers, 
she said, with an overall chairman, and subchairmen for daily 
teams, but their national office recommended that they under- 
take such work only under the auspices of their local mental- 
hygiene society. We had one meeting with the prospective 
council volunteers and agreed to provide the application 
process, the training program, and the liaison with the insti- 
tution. 

Perhaps I should note here that volunteer service in the 
state training school is very little different from its counter- 
part in the mental hospital. The volunteers find that the 
behavior of most mental defectives, and their need for warm, 
sympathetic social contacts, are strikingly similar to the 
behavior and needs of most psychotics. 

The training program for the training-school volunteers 
consisted of 10 hours of discussions, led by experts in the 
field. We were fortunate in having Mrs, Edith M. Stern lead 
off. In addition to field trips to the training school, there 
was a trip to a class for retarded children in one of the public 
schools. When this course was repeated the following spring, 
there were two additional sessions, one on nursery-school 
techniques, and another on such techniques as have been 
adapted for use with the mentally retarded. 

You will be interested to know that these women started 
their work with the higher-grade children, but as their experi- 
ence deepened their sympathy and broadened their interest, 
they have been doing more and more work with lower-grade 
children, those who, up until now, were forgotten in the ‘‘back 
cottages.”’ 

The results of their work, in terms of their own development 
and of the progress made by the children themselves, would 
provide material for a whole paper. We in Maryland confi- 
dently hope that this project, once it is well enough established 
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to be evaluated, will result in similar projects in training 
schools all over the country. 

Recruiting drives and training programs are an important 
part of the society’s service program, but by no means all of it. 

There are countless requests for information to be answered, 
countless offers of service and supplies to be considered and 
channeled. There are demands for films and speakers to be 
met. There is a continuing job of interpretation of the 
patients’ needs to the community—and of interpretation of 
the community’s good will to the hospitals. 

There are complaints to be investigated and congratulations 
to be extended, conferences to be arranged and publicity to be 
written—for radio, television, newspapers, and house organs. 
There are mailings to get out—and old clothes to be rejected. 
And that’s not all; each day adds some new interest, some new 
activity. 

In all, since the program started, 88 women have been 
trained and assigned to duty, and though some have dropped 
out for such legitimate reasons as moving out of the state, 
having new babies, or returning to paid jobs, I do not know 
of more than a half dozen who in any way have failed in their 
performance. And their failure resulted in nothing more 
harmful than their recognition that they ‘‘couldn’t take it’’ 
and their resignation from the service. 

The contributions to the mental institutions, both direct 
and indirect, of supplies and of service resulting from this pro- 
gram have been voluminous in the past eighteen months. 

One major contribution was the Christmas Project, which is 
being repeated this year. It would take too long to describe 
it in detail, but two features should be mentioned, however 
briefly: the individualized selection of gifts for family-care 
patients supervised by the social-service departments; and the 
provision of appropriate gifts, with wrappings, for hospital- 
ized patients to send the children they had left at home—this, 
too, under the supervision of professional hospital staff. 

As a result of the society’s efforts, every patient in the three 
hospitals served had a Christmas gift and some special treat; 
and mental patients, more generally than ever before, were 
recognized as living, feeling members of the social community. 
This work is now the responsibility of a standing committee 
and is expected to expand with the years. 
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Another major contribution is the sponsorship of selected 
wards in the institutions by a variety of organizations. This 
has resulted in redecorated wards and day rooms, the gift of 
television sets and radios, magazine subscriptions, and fre- 
quent parties and treats for hundreds of patients. 

A complete list of the contributions would be too long for 
this paper, but perhaps some account of the actual work of the 
individually trained volunteers should be included. A bird’s- 
eye view of their activities reveals needlework lessons; a paint- 
ing class; a hairdresser working with retarded children; a 
weekly sewing bee on a women’s ward of 50 patients; murals, 
depicting Maryland scenes, on the walls of the volunteer 
lounge at Spring Grove State Hospital; religious services for 
Jewish patients and the celebration of high holidays; réle- 
playing in sociodrama; visits to the frightened and isolated 
new admissions to the state training school; working with wire 
jewelry in a ward of 25 chronic women patients; finger-paint- 
ing with patients in insulin-shock therapy. This is just the 
barest sampling of a patchwork quilt of activity. 

The account, so far, brings us up to date, and I must con- 
fess that this program of volunteer service is so fluid by 
nature, so much more a process than a product, that, although 
I can tell you what happened yesterday, I cannot predict what 
may happen to-morrow. 

The whole program is conducted experimentally. The 
training courses themselves are undertaken critically. The 
society shares with the volunteers its interest in them and the 
work they do as guinea pigs, and asks them, as an integral 
part of their training, to be critical of its value. At the close 
of every course, there is an evaluation meeting for the benefit 
of future courses. We have found the judgment of the volun- 
teers themselves quite sound in determining the kind of prepa- 
ration they need to fit them for their work. 

We have now a volunteer-service committee, composed of 
representatives of the board and members of the society, which 
is charged with overall responsibility for the program. There 
are three subcommittees. The one on the Christmas Project I 
have already mentioned. Volunteer training in the future 
will be the responsibility of the second—a group of experts, 
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representing all five mental institutions and the professional 
groups on the staffs of these institutions. We anticipate the 
development of a genuinely helpful training program for all 
volunteers, and of advanced courses for those who wish to 
specialize in arts and crafts, creative theater, nursery-school 
techniques, or any other subject that seems to meet a need of 
the patients. We anticipate also the development of some 
educational techniques for party-giving groups and are hoping 
to work toward more patient participation to enrich this field 
of service. 

The third subcommittee, which should have a deeply edu- 
cational influence, is working on an application process that 
is also frankly experimental. It seemed to us in Maryland 
that the old idea of screening had an unhealthily negative tone, 
and we resented its implication of condescension, its ‘‘alti- 
tude’? approach. This subcommittee, composed of the 
directors of the four professional social-service departments 
in the state institutions, and reflecting their social-work philos- 
ophy, is developing a different kind of process. 

They believe—and are supported by the psychiatrists in at 
least one of the hospitals—that there is room in the service 
for every one with a genuine desire to help; that the decision 
regarding service should be the mutual responsibility of vol- 
unteer and professional, reached in the course of the process 
on the basis of what the volunteer does, rather than on what 
she is. We believe that the process will achieve in a more con- 
structive way the goal of ‘‘screening’’: the selection of volun- 
teers prepared to serve effectively and responsibly. 

This process should not be interpreted as unqualified per- 
missiveness. It implies a high degree of expectation of the 
volunteer and the development of a helpful relationship 
between the volunteer and each of the professionals working 
with her around her application to serve and her experience 
in serving. 

To quote from the recommendation of this subcommittee: 

‘*TIntake, rather than screening, seems appropriate to volunteer service. 
Because human beings have the capacity to change, the use they make of 
themselves is much more important than the kind of personalities they 
have... 


‘*And, in fact, it is the volunteer’s use of herself that is important to 
the hospital rather than the degree of her personal adjustment. For 
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volunteer service to be constructive for patients, the volunteer must be 
able to observe hospital regulations, be responsible about time, and be able 
to give the service assigned to her.’’ 


The process currently opens with a written application de- 
signed to elicit as much information as possible directly perti- 
nent to volunteer work—not only how much time the applicant 
has available and whether or not she can provide her own 
transportation, but also what special skills she possesses and 
what experience she has had to prepare her for service, 
whether business or professional experience, or simply the 
more universally enriching experience of raising a family. The 
application form also gives the applicant an opportunity to 
choose between working directly with patients or working in 
the community for the benefit of the patients. It must be 
accompanied by a doctor’s certificate. 

The second step is an interview with the society’s director 
of service to the mental hospitals, an interview in which volun- 
teer service is more undersold than oversold. 

Here is the beginning of a new experience for the applicant, 
a first opportunity to find out what is expected of her, to learn 
of the high degree of responsibility demanded of the volunteer, 
to express any doubts she may have of her eligibility, to ex- 
amine concretely whether she is really able and ready to test 
herself against the expectation, to incur the responsibility. 

Perhaps she cannot decide at this point; perhaps, too, the 
director can make only a tentative evaluation of the applicant’s 
reliability in her use of the time assigned to her. 

But the applicant’s reliability, her ability and readiness, will 
be tested again and again in the course of the process: during 
the 12-hour training program; during a 10-hour probationary 
assignment; during an evaluation interview with a profes- 
sional hospital-staff member—all this before she is accepted 
as a society volunteer and entitled to wear the uniform yellow 
apron. 

To go back again to the Norton articles and the hectic period 
they heralded, it was obvious from the beginning that some 
community codrdination of service was required to save the 
time of overworked hospital staff and to prevent wasteful over- 
lapping and confusion. In August, 1949, Mrs. Marjorie Frank, 
of The National Association for Mental Health, visited the 
Maryland Society, reviewed its volunteer program, and 
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started working with its staff to establish a community council 
that might serve the purpose of codrdination. Since that time 
we have used Mrs. Frank’s encyclopedic manual as a point of 
departure for all program planning. 

Our work with the council is almost too young to record. We 
know that the idea is sound and the potentialities great, but 
we have not gone far enough along, as yet, to prove it. We 
have currently two such community councils, one to serve the 
four institutions on the Western Shore, and another, parallel- 
ing it in every respect, to serve the Eastern Shore State Hos- 
pital, with its geographically separate community. 

The first meeting was called in the spring of this year. The 
Baltimore Chapter of the American Red Cross, now too in- 
volved in civilian defense and war activities to continue in 
this framework, assisted by providing a secretary. Invitations 
were sent out to hundreds of organizations which we felt might 
be interested. Fifty were represented at the first meeting. 
The idea of the council was projected, accepted by those 
present, and taken back by them to their respective organiza- 
tions, with the plan to meet for official organizational work this 
fall. 

At the fall meeting, approximately the same fifty organiza- 
tions were represented. The society had surveyed the hos- 
pitals’ needs, and prepared a list for the consideration of the 
organizations. Three subcommittees have been set up to carry 
the work between semiannual council meetings. Each repre- 
sents all the organizations participating in a certain kind of 
work—individually trained volunteers, materials and supplies, 
and entertainment and canteen. The chairmen of these three 
subcommittees, joined with an overall chairman and vice-chair- 
man provided by the society, and the society’s director of 
service to the mental hospitals, make up the executive planning 
committee. 

The understanding is that the coordinators of the mental 
institutions will submit monthly lists of needs, as they arise, 
for these subcommittees to consider. 

The society is prepared to expand its recruiting drives, its 
application process, and its training program for the benefit of 
the whole council. 

Now, less than two years since we felt that a program of 
direct service was inappropriate for a mental-hygiene society, 
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we have the structure’and the content for such a program. We 
have had enough experience with it to recognize its tremendous 
value to the mental-hygiene movement generally. We know, 
from this experience, that every volunteer serves spontane- 
ously as a spark plug in her community for legislative activity, 
for mental-hygiene education, for the promotion of preventive 
facilities, for the promotion of programs for the mentally 
retarded, for all the other facets of the society’s program. 

We have noted with deep satisfaction the value of service 
to the volunteer herself—the value to her of her changing 
attitudes toward those different from herself, whether in a 
mental hospital or in the community. We believe that as a 
result of this program, the mental hospitals and their patients 
will never again be forgotten; that, from the reflection of the 
community’s interest, progress is assured in laboratories and 
legislative halls. 

The Maryland Society is prepared to spend years refining 
and perfecting its program, but we know now that these first 
two tumultuous years—with all their mistakes, with all their 
weaknesses—have been years of growth for every one con- 
cerned, professional staff included. The process of developing 


a program of volunteer service to the mental hospitals is, in 
itself, mental hygiene. 


eT 





DYNAMIC FACTORS IN PSYCHOSOCIAL 
TREATMENT IN TRAVELING 
CHILD-GUIDANCE CLINICS 


JULES V. COLEMAN, M.D., anp ROBERT E. SWITZER, M.D. 
Mental Hygiene Division, University of Colorado Medical Center, Denver, Colorado 


kaon one of the important factors in psychiatric treat- 

ment is the formulation by the psychiatrist of his own 
goals and procedures as applied to the particular therapeutic 
situation under consideration, it is the purpose of this paper 
to present and discuss a special approach to the treatment 
of the psychiatric problems of children, which has proved of 
value, under certain conditions, yet which is apparently little 
used and little known as such. 

In order that the discussion may be understandable, it will 
be necessary to present some description of the traveling 
clinic itself. Perhaps the term, traveling, is a misnomer, but 
it has come into use for the reason that, in this case, the 
psychiatrist and the psychologist travel to the clinic setting 
for a stay of one or two days each month. The child-welfare 
worker of each county visited completes the clinic team. 

This paper is based on a study of the results observed in 
two separate county programs. One county has a rather 
small population and is largely of a rural nature. The other 
is much more densely populated and the county seat is an 
industrial city. During each of the past four years, the 
psychiatrist who has traveled to these two communities has 
been a person who has been trained or who is receiving train- 
ing in child psychiatry. The psychologist during this period 
of time has, for the most part, been the same person, a woman 
who possesses a keen understanding of the psychologist’s réle 
in a child-guidance clinic’ as well as particular skill and experi- 
ence. In each of the two communities the same child-welfare 
worker has maintained continuous relationship with the clinic 
during the four-year period covered by this report. 

1See ‘‘The Réle of a Psychologist in a Traveling Psychiatrie Clinic,’’ by M. 
Thaler. Mental Hygiene, Vol. 34, pp. 219-27, April, 1950. 
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The clinic, then, provides a service to two particular com- 
munities, through the codperative efforts of the mental-hygiene 
facilities of the state-university medical center and the child- 
welfare division of the state department of public welfare. 
At the same time it offers training experience for a resident 
physician in community psychiatry. Such an arrangement 
takes psychiatry to the community, and one may properly say 
that the community is brought into psychiatry. 

As the only member of the clinic team who actually lives 
in the community, the child-welfare worker receives all re- 
ferred cases, makes a pre-clinic home visit for the purpose of 
taking a social history, interprets the services of the clinic, 
helps the patient to decide whether he wishes to use the 
service, and makes the actual appointments. As in any other 
established child-guidance clinic, cases are referred by schools, 
private physicians, courts, and other social agencies, as well 
as by parents themselves. 

On arrival at the clinic, the mother and child (not infre- 
quently the father, too) are received by the worker and are 
introduced to the other members of the team. Then follows 
a routine, which, however, is not rigid. The psychologist 
sees the child and administers any intelligence and projective 
tests that are indicated. Special attention is paid to the 
manner in which the child reacts to the situation—an experi- 
ence with a strange person in a new and unusual situation.’ 
Close observation of that reaction often reveals as much as to 
how the child handles particular aspects of his life situation 
as do structured projective techniques. The anxiety of the 
new experience tends to reveal underlying attitudes and 
defenses of the child. 

After the psychological evaluation, the child is seen in a 
play interview or in a face-to-face interview by the psychia- 
trist. The interview itself usually deals with two rather 
definite areas. First, an attempt is made to help the child 
express the negative and fearful feelings that he must almost 
of necessity have about coming to the clinic, thereby making 
him more comfortable and giving him the feeling of being 
understood, accepted, and free to express his real problems. 
Secondly, an attempt is made to focus on the child’s present 


1 Thaler, op. cit. 
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life situation, feelings and attitudes about the people in his 
life being brought out by supportive, sympathetic, and facili- 
tating comments by the psychiatrist. Again, particular atten- 
tion is paid to the way in which the child reacts in the 
immediate situation. 

At this point, then, the psychiatrist has the benefit of the 
social history, the psychological evaluation, and his own con- 
tact with the child. The interview with the parent or parents, 
usually only the mother, follows in natural sequence. 

The psychiatrist attempts to make this single interview with 
the mother a miniature, but complete, therapeutic experience 
in itself. This is true even if the mother is seen again once 
or twice during later monthly clinics. There is little difference 
in the structure of any subsequent interviews from that of the 
first. The interview with the mother contains elements of the 
four consecutive phases of treatment: the bringing out and 
discussion of resistances about coming for treatment; the 
expression and discussion of the current problem; the reorien- 
tation of thoughts, attitudes, and feelings; and the termination 
of the contact. 

The mother is encouraged to talk spontaneously about her 
child’s problem. At the same time, the doubts, fears, and 
misconceptions that we know she must have in relation to 
bringing her child to the clinic are handled very actively by 
the therapist, with special emphasis on her fear of being 
criticized as a mother, and of being regarded as a failure in 
bringing up her child. It is assumed that this fear is always 
present in a first iitterview with a mother, and it is recognized 
that much of the mother’s behavior early in an interview such 
as this is a defenve against that fear. 

Much support is then given the mother in her account of the 
problem for whith she came. The pertinent points of the 
child’s past life situations are gone over with her; and it is 
pointed out to ber how it became necessary for the child to 
manifest this particular symptom or behavior difficulty in 
relation to his jinterpretation of his life situation. This is 
done without an/y element of criticism, and with much emphasis 
on how a child may misinterpret his life situation, and on the 
individuality and the biological determinants in the child’s 
reactions. 
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This approach on the part of the therapist is usually met 
by the mother’s expressing a desire for direct help with the 
child’s problems. In spite of the temptation to give direct 
advice, this reaction is handled by discussion and much turning 
back of the mother’s demands for direction. Suggestions are 
made, but in such a way that they are carried away by the 
mother as if they were her own ideas; and they are calculated 
not to exceed the therapist’s evaluation of the mother’s 
capacity to do something about the problem. This evaluation 
is made in terms of the therapist’s estimate as to why the 
mother has brought her child at this particular time and what 
she wants to get out of coming. 

Throughout the interview and particularly at the end, the 
mother is supported in meeting her concern over the difficulty 
of her position and her doubts about her ability to help the 
child. She is not invited back for the next clinic, but is given 
to understand that she may return if she feels that it would be 
of help. She is told that the worker will be in contact with 
her before the next clinic. 

On the surface, it would seem that such a treatment pro- 
cedure must be doomed to failure. Yet it has been our experi- 
ence that it meets with fairly good success in cases that would 
ordinarily be considered short-term treatment cases in the 
usual child-guidance clinic, where mother and child are seen 
by separate therapists on a weekly basis. 

Five cases have been selected from the files of our traveling 
clinic. These cases will be presented in condensed form, to 
illustrate the type of problem to which this procedure has been 
applied and the results that can be obtained. The first case 
will be diseussed later in greater detail in an attempt to explain 
the factors that contributed to the successful results. 

Case I.—One day the mother of Donald K, aged ten, called the child- 
welfare worker and stated with concern that the boy had been causing 
so much trouble in school that his teacher had suggested it might be 
helpful to bring him to the child-guidance clinic. An appointment for 
a home visit was made. A telephone call to the teacher by the worker 
revealed that Donald had had difficulty since he started school, but was 
considered to be of normal intelligence. He was restless in class and had 
a great need to be the center of attention. At times this need was so 
great that he seemed to invite punishment in order to get attention. There 


was also a history of Donald’s striking other children and destroying 
their pencils. In spite of the difficulty he had given her, the teacher 
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seemed genuinely interested in helping Donald in any way she could and 
was very glad that the mother had got into contact with the worker. 

A few days later the worker made a home visit. The social history 
revealed that Mrs. K was not actually Donald’s mother. Donald, a brother 
one year younger, a brother two years older, and two brothers more 
than ten years older (the latter two not in the present home), were the 
children of Mr. K’s first marriage. When Donald was less than two years 
old, his mother was committed to a mental institution, where she died 
two years later. Mr. K and the children moved to the home of his 
mother. A year later the father entered the service and was out of the 
home until Donald was five years old. On his return he brought with 
him a new wife, and a new home was established shortly. 

The following fall Donald started school. He was jealous of his 
younger brother, who could stay home with mother. Two months after 
school started, a baby boy was born to the mother. For the most part 
Donald ignored the baby, and after the baby was old enough to walk 
and talk, Donald was quite punitive toward him, In school, Donald failed 
the second grade because he knew too little about the first-grade work. 
At home he was stubborn, nonconforming, and often provocative and 
quite aggressive. It was evident that punishment for unacceptable be- 
havior in the home had been quite inconsistent and had had little effect 
on his behavior. It was also evident that both parents had been acutely 
concerned about Donald from the beginning. Mr. K was a salesman on 
a rather low salary for the size of his family, and was out of the home 
much of the time except for week-ends, leaving the burden of Donald and 
his problem on the mother. 

The offer of a clinic appointment was eagerly accepted. Mr. K accom- 
panied his wife and son for the scheduled appointment. Psychological 
evaluation revealed Donald to be of average intelligence. He was quite 
friendly and he handied his anxiety in the situation by a devil-may- 
care attitude. Projective testing revealed much evidence of sibling rivalry, 
of feeling unwanted, and many ambivalent feelings toward parent figures, 
particularly mother figures. In his interview with the psychiatrist, Donald 
was soon quite at ease. He had a fair concept of why he had come. He 
talked warmly about his school in spite of his difficulties there. He was 
able to express some hostile feelings toward his younger siblings. There 
was little content directly relating to the parents. There was much proud 
discussion of his two older brothers in the service. In spite of the situa- 
tion in which he found himself, Donald was able to reach out for a rela- 
tionship with the doctor. 

The parents were seen in a joint interview. At the end of the clinic 
day, a school visit was made by the entire clinic team and Donald’s 
problem was discussed with the teacher as well as with the school principal. 
Just prior to the next clinic, a month later, the worker made a school con- 
tact. The teacher was enthusiastic in her report of improvement in 
Donald’s behavior. A home contact was equally encouraging. The mother 
accepted the opportunity to return to the clinic with Donald. The inter- 
view with Donald was a friendly extension of the first interview. The 
mother’s interview was a repetition of the first hour, with much support, 
recognition, and praise. 

The following month Mrs. K declined the appointment offered by the 
worker. Improvement had continued and there was an abundance of warm 
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feeling toward Donald in evidence as well as confidence in further 
improvement. 


Case II.—Mrs. G called the child-welfare worker and requested that she 
be given an appointment to bring her five-year-old son, Mike, to the next 
clinic. A good relationship already existed between the worker and Mrs. 
G because the latter had been a child-welfare foster-home mother for 
about two years. The mother was concerned about Mike’s reaction to 
kindergarten, which he had started to attend about a month before. On 
school days he dressed very slowly and at times would not dress at 
all without much pressure or help. He seemed to try to make breakfast 
last as long as possible, although he usually ate very little. As the time 
neared for his departure, he clung to his mother and whined. When the 
car-pool mother for the particular day arrived, Mike would ery, kick, 
and scream, and would enter the car only after his violent resistance had 
been overcome by firmness and force. After he had got out of sight of his 
home, Mike would regain his composure. There was no history of any 
behavior difficulty in school itself. On the days when it was Mrs. G’s 
turn to drive for the car pool, Mike had to be taken forcibly from the 
car at the school building. 

In addition to the above statement of the presenting problem, the 
worker also obtained a more detailed history of Mike’s development. 
Because of the foster-home arrangement, the worker already knew a 
great deal about the family. ‘The developmental history of both Mike and 
his eleven-year-old brother, Peter, was presented as normal. Peter had 
shown no great amount of sibling rivalry when Mike was born, and they 
had adjusted very well to each other. The worker, of course, already 
knew of the apparently wholesome family situation through her previous 
contacts. Two years before, Mr. G had decided that they could not afford 
a larger family, even though his wife would have liked to have more 
children. Then followed the decision to try her hand at foster-home 
mothering. The husband, who is a salaried semi-skilled worker, was 
skeptical, but agreed to the plan. A short time later, Penny, a little girl 
slightly older, but not as big or as bright as Mike (aged three), was 
placed in the G home. This arrangement worked out very well, and 
both Mr. and Mrs. G were very much pleased with the progress that 
Penny made, and asked for more foster children. 

Six months before the clinic contact, James, aged thirteen, was 
placed in the G home. Peter and James got along well from the beginning, 
but James was quite a problem to Mr. and Mrs. G. He was testing 
and provocative and was often quite competitive with the younger children, 
particularly Mike. 

Three months before the clinic contact, Penny left the G home to be 
placed for adoption. The entire family hated to see her go, but more 
than the others, Mike was disturbed by her leaving and remained so 
for several days. He seemed most concerned about the way Penny had 
cried when she had to leave. Shortly after Penny’s departure, Mary, 
a beautiful and very alert little girl eight months old, was placed with 
the G family. It had been anticipated that this would help Mike with his 
feelings in regard to Penny. Actually, he was very ambivalent in his 
comments about the baby and for the most part he ignored her. At 
times he was quite demanding and infantile in his play activity and in 
his behavior toward his mother and father. Mike started kindergarten 
about a month after Mary came on the scene. 
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When they came to the clinic, Mike and Mrs G both seemed very much 
at ease. Mike was friendly and greatly enjoyed his contact with the 
psychologist. Testing revealed him to have superior intelligence. The 
T.A.T. brought out his feeling about children’s sometimes being sent away 
from home. In addition he brought out a story in which a baby tried to 
do something that it wasn’t big enough to do and got into trouvle, but 
mother did not even pay any attention. Mike made a connection between 
the testing procedure and kindergarten and spoke with great warmth 
and excitement about the latter. 

Because of time complications, Mike was not seen by the psychiatrist 
other than for a moment in the waiting room. He was very friendly 
and he readily agreed with apparent pleasure when it was suggested that 
he look at some of the comic books while the doctor visited with mother. 

The mother was a friendly, warm, plump lady in her late thirties. 
She was at first obviously quite anxious. However, her anxiety was 
soon lost in a discussion of her feelings about coming to the clinic and a 
review of the problem. Her fear of criticism for having caused the 
problem by bringing foster children into the home, and her conflict about 
whether she should force Mike to zo to school, were actively handled. 
The high lights of Mike’s life experiences were reviewed, with emphasis 
on how he might have regarded them. 

In this discussion Mrs. G anticipated the psychiatrist several times 
and seemed to have a fair understanding of why it had been necessary 
for Mike to react as he had in going to school. She said that she had 
been thinking about it since she had talked to the worker about Mike’s 
history. She had understood even better when she remembered an inci- 
dent that had taken place during Mike’s first week at kindergarten. She 
had been shopping and had realized that she couldn’t get home by the 
time Mike did. An attempt to pick him up at school had failed by 
minutes. When she arrived, she found him huddled in the back yard, 
‘*eompletely heartbroken.’’ 

Avoidance of direct advice in a supportive discussion of the mother’s 
feelings and ideas as to how to handle Mike’s difficulty brought out 
a plan of gently, but firmly insisting that he attend kindergarten, and 
elicited many ideas and feelings brought about by the traumatic events 
mother and psychiatrist had recognized together. Mrs. G left the inter- 
view relaxed and encouraged. 

The following month the worker reported a follow-up contact with Mrs. 
G. Her efforts had brought about an unbelievable result in Mike in 
terms of school, and he was more responsive to Mary. In addition, she 
felt that she understood James better and that he also was improving. 


Case III.—George M, a twelve-year-old Mexican boy, was brought to the 
attention of the child-welfare worker by the attendance codrdinator of the 
city public schools. It was reported that George was in the sixth grade 
and that he had done ‘‘about everything there is in the books.’’ He 
had stolen numerous small articles at school, had shoplifted, broken 
street lights, beaten up other kids, and lashed out at the teachers on 
numerous occasions. After his misdeeds, he ‘‘maintains a poker face 
and no one can get next to him.’’ A recent episode, in which George had 
stolen his father’s revolver and secreted it under his pillow, had caused 
the parents acute concern. The teachers felt that George resented his 
mother because of her strictness and believed that he wanted to get away 
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from home. In spite of the difficulty that George had created at school, 
it was apparent that the school personnel were sincerely interested in the 
boy. 

When the worker telephoned Mrs. M, anxiety about George was very 
evident, as was a desire to take advantage of any possible means of helping 
him. During the home visit that followed, the mother was defensively 
aloof, but she was able to bring out strong positive feelings about George 
as well as strong angry feelings. She gave a very detailed and adequate 
history of George’s life situation. 

Both Mr. and Mrs. M had been born in Mexico. Mr. M was sixty years 
of age and Mrs. M fifty. The father had worked on the night shift of 
a steel mill since George was very small. George was the third from the 
youngest of ten children. There were five older sisters, ranging in age 
from fifteen to thirty years. Two of these sisters continue to live at 
home and apparently had marked difficulty with George. The two 
brothers were almost ten years older than George and were close together 
in age. They have both been out of the home for several years. The 
next child after George was a girl, seven years younger. There was 
also a three-year-old sister. 

George’s early developmental history seemed uneventful. He had been 
a good baby and had been showered with attention by his parents and his 
sisters. He had become particularly attached to his oldest sister, 
Maria. The mother had had no particular problems with him until he 
was six or seven years old. This was about the time of the birth of the 
next child. It was also at the time when it was suddenly discovered 
that Maria was suffering from tuberculosis and in need of hospitaliza- 
tion. Maria had become depressed and had tried to hang herself. After 
this episode, George was very unhappy and quiet for a long time. He 
did not want to play or eat. 

Mrs. M felt that George had undergone a marked personality change 
when he was about ten years old. From that time on ‘‘he would be 
very good for the first two weeks of the month.’’ During the last half 
of the month she would have difficulty in getting him to mind or conform 
and he would be sloppy, slow, and lazy, and act like a much younger 
child. More and more he displayed a great interest in guns and knives. 
He was encouraged to get a part-time job, but showed no interest. 

Throughout the worker’s interview, Mrs. M seemed quite baffled by 
George’s behavior. She consistently pointed out in a defensive way her 
efforts in behalf of all her children and frequently compared George 
with his two older brothers in very unfavorable terms. At the end of 
the interview, Mrs. M accepted a clinic appointment, and Mr. M 
accompanied her and George when they came to the clinic. 

In his contact with the psychologist, George was reserved and ill at 
ease. He proved to be of average intelligence. Other testing revealed 
marked mistrust and hostility toward adults, particularly women. There 
was expression of concern over having lost something that he once had 
had. Marked sibling rivalry and conflicts over being a child and being 
grown up were also in evidence. There was also some expression of 
doubt about being loved and being worth while and an equating of 
material objects with love and security. 

In his interview with the psychiatrist, George talked very little. Even 
so, the psychiatrist was able to get some discussion of the conflicts re- 
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vealed in the worker’s history and the psychological evaluation. By the 
end of the interview the boy was slightly more relaxed and friendly. 

Mr. and Mrs. M were seen together. Mrs. M proved to be a very large, 
stout, strictly groomed woman who gave the impression of being severe 
and rigii, but at the same time warm and concerned about her children. 
The psychiatrist’s association at the time was a large setting hen, rigidly 
ruling, yet loving her brood. Mr. M was a small, bent man who looked 
older than his sixty years. He listened with interest, but made no contri- 
bution during the entire interview other than an occasional affirmative 
nod. At the end of the interview, Mrs. M continued to feel that she could 
not let George put anything over on her, but she was also developing 
the conviction that she and Mr. M eculd help him. A plan for a school 
visit by the clinic had been accepted. The decision as to further visits 
to the clinic was left with the parents. The school visit was made a 
few days later by the worker. The teacher was given the results of 
the intelligence test and a superficial interpretation of George’s problem 
and needs. 

The following month, Mrs. M requested an appointment for George 
and herself. Both interviews were very much a continuation and a repe- 
tition of the first contact. George was much more relaxed and friendly 
and was able to enter into the discussion and to bring out and explore 
some of his feelings. Mrs. M reported that George had had no difficulty 
at school and had had only one emotional storm at home during the 
month. Although it had been difficult for her, it was evident from her 
comments that she had gone a long way toward helping George and 
that he was responding. She was very much encouraged and very 


optimistic, and at the end of the interview she requested an appointment 
for the following month. 

Continued progress was reported in the third interview, and Mrs. M 
declined an additional appointment, saying that they would return if they 
felt that there was any need. 


Case IV.—Mrs. W was referred to the child-welfare worker by the family 
pediatrician. When she telephoned the worker, she seemed very anxious 
to have her ten-year-old son, Larry, seen in the clinic. She stated that 
Larry had ‘‘melancholy moods.’’ When a home visit was made by the 
worker, Mrs. W was quite uncomfortable at first, but after she had been 
helped to express her uncertainty about having her son referred, she was 
able to relax and talk freely about Larry and his behavior. 

The W’s live in a beautiful new home, and a restaurant business pro- 
vides financial security. They have been married for eighteen years. They 
wanted a child very badly from the first, but Larry was not born until 
eight years after their marriage. He was the first grandchild and was 
‘‘spoiled’’ by every one in the family. They did not realize that they 
were harming him until the kindergarten teacher reported that he was 
very immature. This was distressing to the parents, because they had 
always considered Larry to be highly intelligent. As he continued in 
school, his grades became worse. He did so poorly in the second grade 
that it was necessary for him to have a summer tutor in order to get 
into the third grade. The schoo) reported to the mother that Larry 
was capable of doing the work, but that he was not interested. He day- 
dreamed a great deal and bullied the other children because he couldn’t 
do the work and felt inferior. 
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A little sister, Joan, was born when Larry was seven years of age. 
Throughout the interview, Larry was unfavorably compared to the sister. 
He was so difficult to manage that when the mother tried to place limits 
on him, she felt guilty and usually gave in. At times there was such a 
strain between them that she felt that she would have a ‘‘nervous break- 
down.’’ Many doubts were expressed of Larry’s intellectual capacity. 
Mrs. W was particularly defensive when she spoke of how Larry minded 
when his father was at home and how the two of them spent long hours 
playing with electrical gadgets. 

Toward the end of the interview, Mrs. W openly recognized her resent- 
ment toward Larry and recognized also a need to do something about 
their strained relationship. He tested her all the time. He did not like 
what she cooked. He fought with his sister. He fought going to bed. 
The strain made her so irritable that she took it out on him and then 
they battled. At the end of the interview, Mrs. W again brought out her 
coneern over Larry’s intelligence, saying that she wanted to be sure it 
was all right. She readily accepted a clinic appointment and added that 
both she and Mr. W would come with Larry. 

In his interview with the psychologist, Larry was very talkative and 
friendly. His conversation revealed that he had been well prepared for 
the visit. His intelligence was considered to be at least high average. 
The T.A.T. stories revealed conflicts about dependency which included 
both parents. Doubt about his mother was quite marked. In one story 
a little boy desperately wanted his mother to love and help him, but she 
did not appear to do so. In another story a little boy’s father helped 
him to be happy. 

In his interview with the psychiatrist, Larry was friendly and very 
ingratiating. He was able to express with feeling his rivalry and hostility 
toward his sister and his hostility and sense of loss in relation to his 
mother. His positive feelings toward his father were very much in 
evidence. 

Mr. and Mrs. W were seen together by the psychiatrist. Mrs. W is a 
beautiful young woman, fashionably and expensively attired. She was 
quite anxious and defensive and full of ambivalence toward their son. 
Mr. W is a small, meek, and mild-appearing young man with a very 
passive and giving attitude toward the boy. 

Structuring of the interview helped these parents to accept Larry as 
having normal intelligence and allowed them to see him in a more realistic 
light. Once they were able to move away from some of their anxious and 
ambivalent feelings toward him, they were able to enter into a discussion 
as to how they might help him. At the end of the interview, both parents 
seemed much pleased and encouraged. The degree to which the mother kad 
been able to relax, as evidenced by a change in her comments and expres- 
sion, was quite remarkable. Both parents expressed a conviction that 
they would be able to handle the problem without any further appoint- 
ments. 

No celinie visit to the school was discussed with these parents, since 
it was considered that any such move would focus again on the child’s 
intelligence and detract from their freedom to work on his problems at 
home. 

A visit by the worker prior to the next clinic revealed that marked 
improvement had taken place and that further improvement was antici- 
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pated. The worker felt that Mrs. W would feel free to return to the 
clinie in the future if she felt the need. 


Case V.—Jack H, aged thirteen, and his brother, Jerry, aged ten, were 
referred to the child-welfare worker by the court. They had been brought 
before the court because of petty stealing. Prior to the clinic date, 
the worker visited the home in which the two boys lived with their father 
and his rather elderly mother. The background history was obtained 
from the grandmother. 

Mr. and Mrs. H had been divorced six years before, after the latter 
had separated from her husband, claiming lack of support. Mr. H had 
won an uncontested divorce and received the custody of the children. Mr. 
H moved to the home of his mother, taking the two boys with him. The 
complete care of Jack and Jerry was left to the grandmother, even 
though she was old and in poor health. The father paid little attention 
to the children and contributed very little to their support. Before many 
months had passed, Mr. H brought home a new wife. This marriage was 
terminated after a few stormy months and the boys were again very much 
on their own. 

The stealing behavior had been sporadic over a period of two years 
and had usually been thefts of small change and food. No objects of 
great value had been stolen. The stolen small change was usually spent 
on sweets. It was evident from the grandmother’s story that Jack was 
the leader in the stealing and that Jerry had not stolen on his own. The 
grandmother declined the opportunity to attend the clinic with the boys. 

A worker visit to the school revealed that both Jack and Jerry did 
average work and were considered to be capable of doing better. Both 
came to school poorly dressed. There was more than the usual amount 
of truancy. Jack was considered to be aggressive at times. Some of his 
stealing had taken place at school. Jerry was seen as a quiet, passive 
boy who adjusted well away from his brother. The teachers seemed 
to be quite understanding and were interested in helping the boys. 

The worker also visited the mother (Mrs. P) of Jack and Jerry. 
Like the father, she had remarried shortly after the divorce; however, it 
was very apparent that her second marriage was much more successful 
than the first. She and her husband and two small children of pre- 
school age lived on and operated a modest ranching acreage some distance 
from the clinic city. Mr. and Mrs. P expressed sincere interest in Jack 
and Jerry and with some reservation based on their fear that they would 
not be able to handle the boys, volunteered to take them into their 
family if they could be awarded complete custody by the court. 

On elinie day Jack and Jerry were brought to the clinic directly from 
school by the worker. None of the interested adults were seen in the 
clinic. At this particular clinic, psychological testing was not available. 
The boys were seen separately by the psychiatrist. 

Both interviews revealed a need and an ability to reach out for a 
relationship with an adult male. Discussion revealed fear of and hostility 
toward grown-ups, open feelings of hostility toward the father, and 
markedly ambivalent feelings toward women. Both boys were able to 
express unhappiness about their home situation, and gingerly said that 
they would like to live with their mother. Jerry also expressed marked 
concern in regard to Jack and felt that something should be done fer 
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him to make him happy so that he would not get into further trouble. 
Both boys were told that the psychiatrist was interested in trying to 
help them to be happier, and they were invited to return the following 
month if they liked. 

A report of the clinic findings was sent to the court by the worker. 
It was recommended that placement of Jack and Jerry with the mother be 
given favorable consideration. 

Mrs. P was given custody of her two sons, but the actual move did not 
take place until shortly after the next clinic, which was a month after 
the contact with Jack and Jerry. At that clinic the worker reported a 
recent visit to the mother. Much support and reassurance had been given 
in relation to the mother’s concern and doubts about being able to handle 
the situation. An appointment for Jack and his mother was made for the 
next clinic. 

Two weeks after the above report, the psychiatrist received a letter 
from the worker about Jack. Mrs, P was ready to admit defeat. Jack 
was defiant and provocative. He was disrespectful toward his step- 
father, aggressive and threatening toward the two small children, and had 
already had some difficulty in his new school situation. Small articles 
about the house had disappeared. Mrs. P felt that Jack would have to be 
placed in an institution. 

This letter was immediately answered by the psychiatrist. The content 
of his reply embodied, for the most part, the comments that would 
have been made to the mother if an interview had taken place at the time. 
The mother’s concerns, fears, and doubts were recognized, as were the 
difficulties of the problem of helping Jack. Why he reacted the way he 
did was discussed, and some of his needs, as well as realistic and con- 
sistent limitations, were pointed out. The doubts were again recognized 
and it was pointed out that an institution had little to give Jack in com- 
parison to what Mr. and Mrs. P could and were willing to do for him. 
Without any instruction to do so, the worker showed the letter to Mr. and 
Mrs. P and discussed it with them. They reacted with added determination 
to help Jack. 

Two weeks later Jack and his mother were seen in the clinic. Jack 
was very friendly. He spoke realistically of his new life situation, includ- 
ing his initial unhappiness and his recent greater satisfaction in his new 
home. There were positive comments about both Mr. and Mrs. P. 
Jack was very enthusiastic when he discussed the plan for the purchase 
of a riding horse when school was out. 

The interview with the mother followed very much the course of 
the psychiatrist’s letter to the worker, with the addition of praise and 
recognition of the mother’s achievement. She spoke proudly of Jack and 
Jerry and evinced real warmth toward them. She gave much credit to 
Mr. P for helping Jack in his new home. She disclosed plans for and 
confidence in the future of her new family. Mrs. P felt that there was 
no need for future appointments, but added that she would return to the 
clinic if she saw any need. 


The above cases are examples of the therapeutic results 
observed in two monthly child-guidance clinics. Similar cases 
in which contact with a traveling clinic was brief have been 
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noted by other observers.’ Such results might seem to contain 
a large element of magic when compared with the difficulties 
encountered in more intensive treatment procedures. What, 
then, makes it possible for such improvement to take place? 
It would be very reassuring if we could credit the improvement 
entirely to the technical skills of the psychiatrist, the psycho- 
logist, and the child-welfare worker. To do so, however, would 
probably be to ignore even more important therapeutic forces. 
It is in consideration of these forces that we have designated 
our procedure as psychosocial treatment. 

A traveling child-guidance clinic is very much dependent 
for the success of its efforts on its ability to become engaged 
as a participant with those agencies in the community which 
are devoted to the task of promoting or protecting the welfare 
of the child. This type of clinic brings its services into play 
always in relation to existing community resources. It has no 
independent therapeutic réle, deriving whatever strength it 
may bring to the solution of problems from antecedent com- 
munity activities that have been playing a supporting part and 
building up in the patient a readiness to move in the direction 
of change. The clinic contributes to change, in other words, 
by unveiling what is already potentially there, often receiving 
a great deal more credit than it has any right to accept. 

If a community lacks adequate schools, teachers, social 
workers, school and public-health nurses, placement facilities, 
juvenile courts, maternal and child-welfare and health pro- 
grams—that is, if the community is not already undertaking 
the multiple socially integrated activities that are necessary 
for the welfare of children—then the effectiveness of a visit- 
ing clinic is grossly reduced; it loses its sense of direction, 
and any results it achieves are truly accidental, unpredictable, 
and unexpected. |The traveling clinic is thus not only a med- 
ical unit, with a medical tradition of treatment; even more, it 

1See, for example, ‘‘Clinical Psychiatric Service on a Part-time Basis; Its 
Advantages and Disadvantages,’’ by E. S. Rademacher (MENTAL HYGIENE, 
Vol. 15, pp. 81-86, January, 1931) ; ‘‘Child Guidance in a State Board of Health 
Program,’’ by G. Gorbutt (MENTAL Hygiene, Vol. 31, pp. 622-25, October, 1947) ; 
and ‘‘The Réle of a Mobile Clinic in the Educational Program of a State Psycho- 
pathic Hospital,’’ by F. G. Ebaugh and R. Lloyd (MENTAL Hyaieng, Vol. 11, pp. 
346-56, April, 1927). 
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is a social agency, with a constant, continuing, integrated 
relationship to the organized activity of the community. 

It may be well to belabor the obvious and state that, from 
the point of view of the clinic, it is not enough that the various 
child-centered social agencies be present in the community. 
Much depends on their intimate interrelationship and codper- 
ation, based upon mutual respect, support, and understand- 
ing.’ When this interrelationship exists to an optimal degree, 
the clinic is of course included in the life of the community, 
and the specialized knowledge of the clinic team permeates 
the other interested social agencies in a useful and practical 
way. 

For the purpose of further discussion of psychosocial treat- 
ment, one might make an arbitrary division of the process 
into its administrative and its clinical aspects. The former 
is meant to include all activities except those that take place 
in the actual clinic situation. This dichotomy is not intended 
to set apart the actual clinic in any way other than for 
discussion purposes, since in practice the division is unreal. 

Administrative Aspects.——The setting up of a traveling 
child-guidance clinic requires (1) careful evaluation of the 
community to be served, from the standpoint of its real con- 
cern for the welfare of children, as reflected in existing 
organized or institutional child-welfare and health programs; 
and (2) the provision of an opportunity for the participation 
of interested persons in the community in planning for the 
establishment of the clinic. Other matters that must always 
be considered are the questions of clinic auspices and clinie 
site. There may also be such problems as that of financial 
contributions to the cost of the clinic from local sources, and 
the possibility of organizing a local committee or board to 
advise on policy and program. 

The clinics described in this paper are conducted under 
the auspices of the division of child welfare, of the state 
department of welfare, which helps to support the clinics by 
contributing space and the services of the local child-welfare 

1See Rademacher, op. cit.; Gorbutt, op. cit.; also ‘‘The Child-Guidanee Clinie 
and Community Mental-Health Programs,’’ by J. V. Coleman (MENTAL HYGIENE, 
Vol. 32, pp. 539-48, October, 1948) ; Psychiatric Clinics for Children, by Helen L. 
Witmer (New York: The Commonwealth Fund, 1940. pp. 35-37); and ‘‘ Mental 


Hygiene in the Community,’’ by F. G. Ebaugh and J. V. Coleman (Rocky Moun- 
tain Medical Journal, Vol. 44, pp. 895-98. November, 1947). 
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worker, as well as direct financial assistance to the parent 
clinic—i.e., the mental-hygiene division of the medical center— 
through funds obtained from the United States Children’s 
Bureau. They function as community clinics because the 
child-welfare division, in its activities, is closely related to 
the local community, and has no restrictions on the cases 
referred, other than that they be suitable for clinic service. 
The child-welfare worker, then, in relation to the clinic, is 
an intake worker for the community as a whole. 

A traveling clinic may be set up under other local auspices 
—for example, health, welfare, education, or hospital service— 
but if so, machinery must then be provided to make it possible 
for the clinic to function on a community-wide basis, and not 
to be restricted to special sources for its cases, or to be too 
closely identified with its sponsoring local agency. If this 
situation is allowed to develop in a small community, it may 
encourage factionalism and interprofessional jealousies. 
Whatever agency takes on the responsibility of sponsoring 
a traveling clinic, it should always be as a service to the com- 
munity as a whole. In some communities, particularly when 
there is tension among professional groups, it may be helpful 
to establish a local representative board that will emphasize 
the nonpartisan and generic character of the clinic’s activi- 
ties. Such a local board may also be helpful when the com- 
munity is expected to share in the financial support of the 
clinic. 

The frequency of clinic visits is usually not determined by 
theoretical considerations, but by such practical limitations 
as distance, size of parent-clinic staff, the availability of 
suitable personnel, and pressures on the local worker, particu- 
larly if it be a child-welfare worker carrying his own case 
load in addition to clinic cases. The local worker may also 
be a psychiatric social worker detached from the parent clinic 
for residence in the district, or any trained worker in a local 
agency assigned to work with the traveling clinic. In the 
absence of any trained social worker in the local community, 
the functions of the traveling clinic soon become restricted 
to diagnostic appraisal, the therapeutic results are seriously 
reduced, and there is very real question as to whether the 
gains obtained are worth the effort expended. 
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Adding a psychiatric social worker as a visiting member of 
the team does not make it unnecessary to have a local worker. 
In fact, in our experience there is actually no particular value 
in having a social worker as a visiting member of the team. 
The social worker’s place is in the community, where he 
becomes identified with the community’s own efforts in behalf 
of children, and where his intimate knowledge of local condi- 
tions and resources are an invaluable asset. Also, to the local 
worker belongs the major réle of maintaining a continuing 
relationship with the parents and children who seek the serv- 
ices of the clinic. 

We have found that it is also important for the parent 
agency of the traveling clinic to be, not an administrative unit, 
but a well-established clinic, itself offering a high quality of 
service, and preferably with its own training program. One 
advantage of such a pattern of parent and traveling clinics 
is that it makes possible the rotation of traveling personnel, 
minimizing the elements of fatigue, exhaustion of interest, 
separation from family, and so on, which are particularly 
important in a state like Colorado, where travel distances 
may be formidable. Moreover, with the present shortage of 
clinic personnel, a traveling system associated with a training 
center does have the opportunity of doing its own training 
of personnel and maintaining a high level of professional 
interest and stimulation in the entire staff. 

Clinic Aspect.—The professional work of the clinic with 
both parent and child has already been discussed. An addi- 
tional important function of the psychiatrist and psychologist 
is that of consultant to the worker, so that all concerned may 
arrive at a greater understanding of the problems handled 
by the worker, but not currently seen in the clinic. This func- 
tion is supervisory as well as consultative and interpretive.’ 
The local worker carries a number of cases for follow-up or 
continued treatment, the extent of the latter depending on 
the particular worker’s time and aptitude. School visits for 
the purpose of talking with the teacher are for the most part 
supportive and interpretative in nature. They are practically 
never supervisory. Meetings with groups of teachers and 
other child-centered groups are kept as much as possible on 


1 See Thaler, op. cit.; Rademacher, op. cit.; and Coleman, op. cit. 
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an educational level. The worker accompanies the psychia- 
trist and the psychologist in the above activities, which are 
extensions of the function of the clinic proper, as a participant 
as well as the liaison person between the administrative and 
the clinical aspects of the total process. 

For emphasis and clarity, it may be well to return to the 
case of Donald K (Case I), to illustrate further the dynamic 
factors in the treatment process. Donald’s behavior had been 
a problem since he had come into the present family situation. 
His father and stepmother had recognized a problem at least 
since he had started school. They were anxious about Donald 
because their best efforts to help him had failed. The attitude 
of the boy’s teacher was much the same. When she failed in 
her attempt to help, she recommended a clinic appointment. 
Prior to this, the treatment of Donald’s problem had been 
completely social. When the case was referred to the clinic, 
the treatment shifted from social to psychosocial, even though 
Donald and his parents were not seen in the clinic until at least 
two weeks later. The success of the initiation and progression 
of the treatment process at first depended upon the teacher. 
She accepted and had confidence in the clinic and had no 
feeling that there was any stigma attached to a parent’s bring- 
ing a child to it. 

Mrs. K knew of the teacher’s feelings about the clinic and 
accepted them, even though the thought of bringing Donald 
made her feel fearful of personal criticism. The fact that 
she received no criticism from the teacher made it possible 
for her to move to the stage of accepting a home visit by the 
child-welfare worker. Again she found acceptance and a 
desire to help, which was of great therapeutic value. Also 
of value was the content of the social history that she gave. 
It helped to focus her attention on her relationship to the boy 
during the process of referring the case. The treatment 
process thus continued and it was possible for the mother to 
accept a clinic appointment. 

So far as the worker was concerned, respect for the teacher, 
a genuine desire to help, respect for the mother, acceptance 
of and confidence in the clinic, and a feeling of being accepted 
in her réle by the school, the mother, and the community, 
were all factors that tended to further the treatment process. 
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The mother’s experience with the worker had been such that 
her feelings in response to the immediate situation had not 
got in the way of her drive toward treatment—her desire to 
help the child. 

In the days preceding the appointment at the clinic, there 
were continuing efforts by the parents to orient themselves 
to the new experience they were anticipating. They discovered 
that the clinic was accepted by the community at large. They 
discussed Donald’s behavior together and developed some 
vague understanding of the effect of some of his early life 
situations. They talked to him about coming to the clinic. 
They told him that they, the teacher, and the lady who had 
visited thought that coming to the clinic might help him get 
along better at home and at school and help him to be less 
unhappy. This attitude was expressed in Donald’s interview 
with the psychiatrist, and there was no evidence that he had 
been given any impression that coming in any way threatened 
punishment for his behavior. This was further evidence of 
the progress of the parents; and, in addition, the active 
interest of the teacher, the parents, and the worker must also 
have had a therapeutic effect upon the boy. 

By the day of the actual clinic appointment, the father had 
become so interested that he, too, had decided to come. This 
was accepted as entirely natural and the reception by the 
worker helped them all to bridge the gap to the unknown. 
Many factors entered into the success of the psychiatrist’s 
interview with the parents. Important, of course, was the 
motivation of the parents, and the orientation and skill of 
the psychiatrist. However, a factor equally as important, 
and one without which the other factors would have been of 
little value, was the influence of all the mobilized, supporting, 
and strengthening social forces in effect before and after the 
actual interview. 

Active handling of the parents’ feelings about bringing 
Donald to the clinic, with particular emphasis on their fear 
of being criticized, fortified the therapeutic movement that 
they had already made, related the clinic to the other agencies 
that had been attempting to help them with the boy’s problem, 
and left them with a sense of freedom to discuss the problem 
and their feelings about it. (Phase I of treatment.) 
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This freedom allowed Mr. and Mrs. K to bring out an 
unguarded picture of how disturbing an influence Donald 
frequently was in the home, as well as their own hostile feel- 
ings and actions in response to his behavior. The latter were 
accepted as quite natural and much reassurance was given. 
(Phase II of treatment.) The child’s life history was re- 
viewed, with emphasis on the period before and just after 
the time of the father’s second marriage. A great deal 
of stress was put on the fact that a child reacts to his inter- 
pretation of a situation, which may be far from realistic. It 
was also pointed out that the major situations in his life to 
which Donald had reacted were not the fault of any particular 
person. This was particularly reassuring to the mother, who 
saw that much of Donald’s difficulty had had its beginning 
before she had entered his life. This experience of discussing 
the child’s life history without encountering criticism sup- 
ported the parents’ feeling that their responses to his behavior 
were natural and brought out their desire to help him fulfill 
the needs that were reflected by his unacceptable behavior. 

During the review of Donald’s life history, his feelings of 
uncertainty about his mother and his jealous feelings toward 
the younger siblings were pointed out. The mother responded 
by telling of an incident in which the entire family had been 
engaged in cleaning the yard. Donald sulked, strayed away 
from the group, and refused to participate. Mrs. K called 
him to her and pointed out to him that the home belonged 
to the entire family and that they must all work to make it as 
nice as possible. She then asked him to be her helper. The 
response was immediate. Donald worked beside her for the 
remainder of the afternoon with great pride and without 
complaint. 

The therapist commented that Mrs. K seemed to think 
that it might help if she and Donald could have some particular 
projects or activities that were pretty much their own. Mrs. 
K agreed with enthusiasm and started making plans for 
household activities that she might delegate to Donald ex- 
clusively, and also for a special time in the evening when she 
and Donald could be together without interruption from other 
members of the family. 

After this Mrs. K brought out the problem of making Donald 
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do things that he was told to do. She said that he might 
be more unhappy if made to mind, but added that she thought 
he would mind if she really insisted. The therapist recognized 
her concern over the handling of this particular problem and 
commented that it seemed to him that she felt that things 
worked out better if she insisted on obedience once she had 
asked Donald to do something. Mrs. K agreed, and went on 
to give an example. 

Through this kind of discussion, the parents were helped 
to see that punishment and inconsistent handling of their 
son might accentuate the ‘‘mixed-up feelings’’ responsible 
for his behavior. Ways of handling his behavior through a 
consistent pattern of gratifications and limitations were dis- 
cussed. The meaning of particular bits of behavior was 
discussed and numerous indirect suggestions for their han- 
dling were given. (Phase III of treatment.) 

The parents’ doubts about their ability to handle the problem 
were taken up, particularly at the end of the interview. Much 
support and recognition were given. Mr. and Mrs. K were 
not invited to return for the next clinic, but understood that 
they could if they felt that they wanted to. Such a technique 
leaves the parents with a feeling of confidence, but still gives 
them the possibility of a graceful return based on a respect 
for their capacity to make their own decision, which is an 
additional strengthening factor. 

At the end of the interview, a school contact was discussed. 
Both parents were very much pleased at the prospect of the 
psychiatrist’s visiting Donald’s teacher. It helped to remove 
any undue emphasis on the actual clinic visit itself and tended 
to make it just another of the interrelated services in the 
total process. As the parents left, they were told that the 
worker would be calling on them before the next clinic. (Phase 
IV of treatment.) 

The school visit gave the teacher a better understanding 
of Donald’s difficulties through the specialized knowledge 
of the clinic team. It also gave additional strength and sup- 
port to her interest in helping Donald. 

The forces in a community and in a traveling child-guidance 
clinic that combine and react to make possible what we have 
called psychosocial treatment are complex and variable. How 
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is the participation of the community engaged? Could a 
clinic team with a knowledge of the treatment process go into 
a community strange to a child-guidance clinic and rapidly 
put it into practice? 

An historical review of the child-guidance experience of our 
two clinic communities, as well as the opinions of other 
observers, will be of assistance in answering these questions. 

The traveling child-guidance clinics of to-day in Colorado 
had their beginnings in 1925, when members of the staff of 
the Colorado Psychopathic Hospital participated in general 
medical and public-health clinics both for children and for 
adults in many communities throughout the state. Included 
among the communities visited were our two clinic cities. 
The traveling medical clinics or ‘‘community health confer- 
ences,’’ as they were called, continued until 1928, when 
separate traveling psychiatric clinics to five communities 
were established, among which our two cities were again 
included.’ 

Reports on the previous three years seem to indicate that 
the goals were largely educational in nature.* From 1928 to 
1936, there was much variation in the scope and goals of the 
traveling community clinics because of financial stress and 
changing personnel. In 1936, the traveling psychiatric clinics 
became monthly traveling child-guidance clinics when codpera- 
tive efforts between the mental-hygiene clinic of the psycho- 
pathic hospital and the child-welfare division of the state 
department of public welfare were established. The general 
goals remained as before. Diagnosis, evaluation, and inter- 
pretation to the referring person or agency were the major 
clinic functions. Clinic personnel continued to change. From 
what we can gather from the reports, it would seem there 
was little of what we call psychosocial treatment before 1936, 
although much paving of the way had been done through 

1See Ebaugh and Lloyd, op. cit. 

2 See Child Guidance Problems in the State of Colorado. Colorado Psychopathic 


Hospital, Bulletin No. 4, University of Colorado School of Medicine and Hospitals, 
March, 1931. 

8 See Ebaugh and Lloyd, op. cit. See also ‘‘A Brief Summary of the Activities 
of the Mobile Clinic of the State Psychopathic Hospital,’’ by F. G. Ebaugh and 
G. S. Johnson. Colorado Medicine, Vol. 25, pp. 184-87, June, 1928. 
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public education and the encouragement of an accepting atti- 
tude toward psychiatry. 

By 1946, the clinic, with its contact representative in the 
community in the person of the child-welfare worker, was 
accepted and respected by the other child-centered agencies of 
the community. In retrospect, it seems that many of the 
therapeutic social forces necessary for psychosocial treatment 
were present in the communities, yet up to that time the clinic 
had existed for the most part as a health agency which came 
into the community monthly for evaluative and diagnostic 
purposes. The worker’s rdle had in the main been that of 
making appointments, purveying diagnostic and evaluative 
reports, and interpreting clinic findings. 

In 1946 there came a shift in emphasis from education of 
the community to treatment of patients. This shift came 
largely through the assignment for a period of a year of a 
psychiatrist whose primary interest was child psychiatry, 
and through a new policy of treatment orientation. Fortu- 
nately, the psychologist and the workers have not changed 
since 1946. 

That first year several difficulties were encountered: ‘‘first, 
the securing of typical child guidance patients instead of 
examining children of low intelligence or those whose diffi- 
culty was due to organic causes; second, the giving of treat- 
ment service with proper follow-up instead of providing 
merely diagnostic service; third, overcoming the meager re- 
sources in the local community for handling problem children; 
fourth, the gaining of parental codperation and community 
assistance.’’? The program for overcoming those difficulties 
was centered around the child-welfare worker and her already 
established relationship with other agencies. From this came 
into being the psychosocial treatment process, with its inti- 
mately related and mutually dependent administrative and 
clinic aspects, as we have described it. 

In a community with well-codrdinated child-centered agency 
services, when the administrative aspects of the clinic have 
received proper consideration, the success or failure of the 
combined operation will depend largely upon the members of 
the clinic team. Of course, professional skill in psychiatry, 


1 From A Community Clinic Program for Mental Health, an unpublished paper 
by J. C. Hirschberg and M. Thaler, written in 1947. 
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psychology, or case-work cannot be discounted, but even more 
important in this instance will be the individual and team 
capacity to cast off the aura of medical tradition and to enter 
into the working relationship with other agencies on their 
level, yet to contribute a particular discipline of orientation 
and direction to the total effort. Such a relationship is the 
‘‘cultural harmony’’' between the clinic and the community, 
and out of that relationship the community, through its 
agencies, which exist only through the support of the com- 
munity, contributes to its own welfare. This concept agrees 
with Stevenson’s * definition of the child-guidance clinic: ‘‘The 
child-guidance clinic is an attempt to marshal the resources 
of the community in behalf of children who are in distress 
because of unsatisfied inner needs, or seriously at outs with 
their environment.’’ It also agrees with the assertion that a 
child-guidance clinic as a community agency should define 
its activity not only in terms of its traditional functions of 
psychiatric diagnosis and treatment, but equally from the 
standpoint of its consultative and participant relationship to 
other health, welfare, and educational agencies in the com- 
munity; and that the practice of the child-guidance clinic 
derives meaning and validity from the manner in which it is 
able to define and to carry out these community responsibili- 
ties.’ 

The relationships of the clinic with other therapeutic social 
forces are very complex and do not maintain themselves under 
their own momentum. This was observed very clearly at the 
beginning of each new year in our two clinic communities 
when a new psychiatrist was assigned. <A consistent policy 
of community relations is necessary, then, in order to provide 
continuity of service ; ‘‘even where a community has developed 
sound supporting services, a clinic still does not exist in the 
splendid isolation of psychodynamic preoccupation, but must 
maintain constant concern for its relations to other agencies.’”* 

1See Witmer, op. cit., p. XIII. 

2 See Child Guidance Clinics, A Quarter Century of Development, by G. 8. Steven- 
son and G. Smith. New York: The Commonwealth Fund, 1943. p. 1. 

8 See Coleman, op. cit. 

4 From ‘‘ Appraising the Contribution of the Mental Hygiene Clinic to Its Com- 


munity,’’ by J. V. Coleman. American Journal of Orthopsychiatry, Vol. 21, pp. 
83-104, January, 1951. 
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To summarize, a concept of psychosocial treatment as seen 
in a monthly traveling child-guidance clinic has been presented, 
along with case material and discussion. It has been pointed 
out through case illustration that psychotherapeutic forces 
are inherent in the interpersonal patterning in the life experi- 
ence of the patient, and that a treatment process may success- 
fully mobilize movement toward improvement by its aware- 
ness of these forces in the social setting and the use of 
techniques based on codperative participation. In this kind 
of treatment, professional skill is always related to as much 
of the social patterning as is relevant to the goal of initiating 
therapeutic movement. Obviously, not all cases will lend 
themselves to psychosocial treatment, but this is also true of 
any kind of psychotherapeutic activity, and the procedure 
has been successful in a great majority of cases in this 
particular traveling clinic. Certainly, the success of psycho- 
social treatment is dependent upon the many factors discussed 
in this paper. 





THE HOUSING OF PSYCHE * 


N. J. DEMERATH 


Research Professor, Institute for Research in Social Science, 
University of North Carolina 


M* remarks here must necessarily be more limited than 
the broad subject that appears on your program—the 
subject of ‘‘Housing Needs and Housing Standards.’’ Also, 
I do not want to repeat what you have already heard, or to 
say what you can better read. My friend, Richard: Ratcliff, 
of the Housing and Home Finance Agency, has spoken of the 
connections between housing standards and those housing 
conditions that we define as problems. He has also referred to 
the great need for further research. So I will not touch on 
that phase of our broad subject. Then, too, most of you are 
acquainted with the excellent publications of the American 
Public Health Association’s Committee on the Hygiene of 
Housing which deal with standards.’ If you have not read 
them, you will. So I will do no more than call your attention 
to the committee’s work, and its relevance to any discussion of 
housing needs and standards. What, then, am I going to talk 
about? 

I would call your attention to the subject of ‘‘Housing and 
Mental Health,’’ or—shall we say?—‘‘The Housing of 
Psyche,’’ emphasizing the neglected social-psychological corol- 
laries of housing. I do not mean to imply that ‘‘soma’’ and 
‘*nsyche’’ are to find separate accommodations. After all, we 
do not want to make the housing shortage any worse! But I 
do maintain that good housing is psychologically good as well 
as somatically good. My thesis is simply this: Good standards 
of healthful housing and sound public-health practice must 
recognize the social-psychological needs of persons and family 
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* Presented at Chapel Hill, North Carolina, April 18, 1950, at the Conference on 
The Réle of Health Agencies in the Community Housing Program, sponsored by 
the School of Public Health, University of North Carolina, and the United States 
Public Health Service. 

1 Especially pertinent is Planning the Home for Occupancy (Vol. II, Standards 
for Healthful Housing), to be published by the American Public Health Asso- 
ciation, Committee on the Hygiene of Housing. 
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groups no less than their biological and sanitary requirements. 

I believe that the implications of housing for mental health 
may prove far more important than most of us have imagined. 
Needless to say, American housing leaves much to be desired 
from the point of view of bodily health and sanitation. But 
the situation is perhaps even worse when measured by mental 
and emotional desiderata. You will note that I say ‘‘perhaps.’’ 
It may be that the housing factor in personality and inter- 
personal adjustment will prove to be of negligible importance. 
But there is much to indicate that such is not the case, espe- 
cially if we look for relationships that are more subtle and 
difficult to verbalize than the usual complaints about excessive 
crowding, noise, lack of privacy, and the like. In any case, we 
will not know until we investigate, a challenge that is scarcely 
recognized, let alone taken up, by researchers and health 
officials. 

Both in housing practice and in research on housing, we 
have been preoccupied with physical attributes, and the 
provision of ‘‘safe, sanitary, and decent’’ dwellings crudely 
and materialistically conceived. Our standards reflect this 
preoccupation. To be sure, our conditions of shelter are so 
grossly defective physically and structurally in most com- 
munities that, to identify areas of slum and extreme blight, 
the standards we have are sufficient. In fact, were we to refine 
present standards and use them only to identify the worst 
housing in physical and somatic terms, we would no doubt be 
guilty of unwarranted academism and obfuscation. But what 
of housing in its social-psychological dimensions? Here we 
most certainly need standards based on verifiable knowledge 
of the relationships between specifiable attributes of housing 
and mental health. We have no such standards to-day. For 
that matter, the standards we do have may in some instances 
be worse than none, for a physical slum is not necessarily a 
social-psychological slum. 

Physically substandard buildings may well house socially 
and psychologically superior communities. And the emotional 
rewards of close-knit, primary group life in the physical slum 
may more than offset its structural and sanitary inadequacies. 
How many socially rich communities have been destroyed in 
the course of urban development and slum clearance, never to 
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be replaced, we have no way of knowing. We have no stand- 
ards by which we can distinguish areas of good and bad 
mental health, social-psychological superiority and inferiority. 
Yet if we are not to wreck more than we build, if we are to 
make housing better serve the public interest, whether we be 
health officers, planners, or housers, we can no longer neglect 
mental-health matters. 

Consider the gravity of our mental-health problem, whether 
we look to the statistics on mental illness or to the individual 
cases with which we are personally acquainted—friends, rela- 
tives, or neighbors. Even Chapel Hill—recently termed, ‘‘The 
Southern Part of Heaven,’’ by an enthusiastic author—was 
shocked recently by a murder and a suicide that were clearly 
attributable to mental illness. As L. K. Frank has observed, 
children and adolescents suffer in great and apparently grow- 
ing numbers from a profound sense of isolation, inadequacy, 
and guilt. Adults are assailed on every side by anxieties and 
misapprehensions. Workers experience conflicting loyalties 
to their fellow workers, their employers, their families, and 
their communities, for which there are no apparent ways of 
reconciliation. Employers likewise are torn by divergent 
interests and plans. Women are torn between economic and 
parental aspirations, biological and psychological needs. All 
of us find our social interests continually frustrated by the 
economic pressures we are under. 

The advertising and propaganda that are poured out daily 
in the newspapers and magazines, in the movies, over the 
radio, and now television, mirror and accentuate these personal 
insecurities and intensify anxieties. There is evidence, too, 
of our pervasive fear and insecurity in our leisure-time activi- 
ties and amusements, so frequently escapes and so seldom 
recreation in the fullest sense of the word. 

What does housing have to do with all this? I think it 
has much more to do with it than we think. The family-life 
specialists tell us the security-giving function of the family 
is more important than ever. But what kind of security is 
there for husbands and wives who pay out half their income 
for shelter ; who are compelled to live doubled up with ‘‘impos- 
sible’’ relatives ; who cannot move to a better job either because 
they cannot find housing at the place they want to go, or 
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because they cannot get out from under the mortgaged house 
they should never have bought; who must live apart because 
they cannot find housing together; or who can find no privacy 
when they are together? 

And what manner of child development may we expect where 
parent-child relations are strained by these things; where the 
child is deprived of the intimacy, we-feeling, and social learn- 
ing provided in neighborhood play groups; where segregated 
residence builds strangeness and tension between the members 
of different racial, ethnic, and class groups; or where children 
cannot play because the parents, landlords, or neighbors can- 
not stand the noise in close quarters with flimsy partitions? 

In such instances—and they are numerous—the costs, loca- 
tion, design, construction, and equipment of dwellings are 
significant factors. But these are instances of deprivation, 
frustration, and denial. Are housing factors not significant 
as well in situations that yield social-psychological satisfac- 
tions? It is unlikely that housing conditions are important 
to mental health only in so far as they entail deprivation. That 
good housing can be a positive factor in the mental health of 
persons, families, and communities is at least a tenable hypoth- 
esis. Only recently have sociologists and psychologists begun 
to investigate such relationships. Their work tends to fall 
into two broad categories; (1) studies of ‘‘livability’’ (design, 
equipment, uses of the dwelling unit in relation to personal 
and household needs and behavior); and (2) the social psy- 
chology of the dwelling area (site plan, communal facilities, 
and location of dwellings in relation to inter-household and 
community behavior).’ 

We are beginning to learn something of the impacts of 
overcrowding on emotional life and personality needs as well 
as on family life. We are beginning also to look for the 
effects of different kinds of dwelling unit on children and on 
parent-child relations. It may be that multiple-dwellings 
make for child-parent situations quite different from those 
found in free-standing dwelling units, the differences lying in 

1‘*The Social Psychology of Housing,’’ by R. K. Merton, in Current Trends 
in Social Psychology (Pittsburgh: University of Pittsburgh Press, 1948) contains 
a useful bibliography and summary of the work in this field, as well as a partial 


account of Merton’s own studies of interracial relations and informal association 
in certain public housing projects. 
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the degree of restraint and discipline imposed by virtue of the 
house plan and location. Indeed, it may be that we will 
discover an important mechanism by which certain types of 
housing, parent-child relations, and child development are 
related. 

Then there are the frictions of too little space or poorly 
arranged space, especially in small apartments and small 
houses. These space frictions seem to be a factor in inter- 
personal tension and conflict. The life of any family, it seems, 
is shaped in part by what the members can or cannot do, given 
the design and equipment of their dwellings—by the facilities 
for entertaining friends, for permitting parents to get away 
from an infant, for privacy, or for contacts of different kinds 
at different times. And ‘‘peace of mind’’ may in many in- 
stances prove in real part to be a function of all these things 
and more that are dependent on the housing facility. 

In the few studies we have of the social psychology of the 
dwelling area, one of the prime questions has been, What is 
a satisfactory dwelling area, neighborhood, or community? 
To what extent is the good dwelling area, speaking from the 
social-psychological point of view, a function of the site plan 
and the relationships between individual dwelling units? 
Housers and planners have been having some heated debates 
as to what constitutes a desirable neighborhood. And there 
are discernible tendencies in the parties to these debates to 
idealize the rural village, to abhor segregation, or to play the 
cynic, depending on one’s rural-urban preferences, ethnic or 
class affiliation, and personal philosophy. 

But, in any case, dwelling areas we will have, call them by 
whatever name. They may not be neighborhoods or communi- 
ties in the sociologist’s sense of human locality groupings 
whose individuals are in more or less intimate, face-to-face 
contact. But for many persons, depending on age, education, 
occupation, and other factors perhaps, their dwelling areas 
probably should be neighborhoods sociologically if they are 
to find the fellow feeling, informal visiting, mutual aid, and 
play that they need. Land planning and housing development 
practices would seem, correspondingly, highly important 
determinants. 

The big, low-rent, public-aided housing projects, often 





THE HOUSING OF PSYCHE 415 


termed ‘‘planned communities,’’ are receiving considerable 
attention, with the broad problem of interpersonal and inter- 
household relations in mind. The studies range from mere 
inventories of complaints to subtle analyses of group tensions, 
and patterns of association and dissociation.1 The researchers 
and housing-management people are discovering that resident 
morale is an important product of many and complex factors, 
not least of which are the variant conceptions of what public 
housing is, and what residence in public housing means. These 
conceptions or images involve considerations of prestige and 
class, ethnic and race prejudices, and reactions to management 
policies. These factors appear no less important than the 
physical attributes of the houses and project to which, at the 
same time, they are related in the psychology of tenants. 

Propinquity and the orientation of dwellings to one another 
have been found important determinants of association. 
Merton has found, for example, that it makes a difference 
whether units in a housing project face one another or are 
otherwise oriented. In such analysis we may find the answers 
to some very practical questions—practical in terms of 
dollar costs as well as social costs. Why do people leave 
projects? Why do people stay in projects? What makes 
for tenant satisfaction and good living? What pro- 
duces dissatisfaction, management problems, and high rates 
of occupant turn-overs? Finally we are beginning to study the 
problems of interracial, interethnic, and interclass contacts 
vis-a-vis residence. Here, also, we are finding attitudes and. 
patterns of association affected by a combination of physical 
layout of the area, group images, and, of course, by the pre- 
vious life experiences of the residents. 

All of these avenues of inquiry deal in one way or another 
with the meaningful, subjective, and emotional aspects of 
housing. They deal with the attitudinal and sentimental com- 
ponents of housing and human beings, and with the social 
relationships linked thereto. We may reasonably assume 
implications of great importance for the understanding of 
the mental-health aspects of housing, and the analysis of 
problems of the greatest practical significance for planners, 


1 See R. K. Merton, op. cit. See also Social Pressures in Informal Groups by 
Leon Festinger and associates. New York: Harper and Brothers, 1950. 
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management people, architects, designers, economists, and 
health specialists. Such research will in due time make possi- 
ble a new kind of standard—the biosocial housing standard, 
based on a reliable knowledge of the relationships between 
the community, the dwelling unit, and the whole person, psyche 
and soma. That is to say, we may look for housing standards 
predicated on a more rounded scientific understanding of the 
relationships between houses and persons, in social and psy- 
chological as well as in biological terms. More particularly 
I think these studies point to standards that we might con- 
ceivably call standards of privacy, social facility, group forma- 
tion; standards of community morale; and standards that 
recognize the special needs of young and old, introverted and 
extroverted, and so on. For purposes of well-rounded and 
positive public-health programs, such standards are badly 
needed. 

The needed biosocial standards will not be formulated this 
year or next. But we need not wait. There are some things 
all of us can do. First, we can begin by recognizing the great 
importance of improved mental health, and assume that hous- 
ing conditions have important mental-health implications. 
Second, we should recognize that physical slums are not syn- 
onymous with social-psychological slums; that an area judged 
by physical criteria a slum may be, socially and psycho- 
logically, an A-1 dwelling area, and vice versa; and that high 
delinquency and breakdown rates are not always sure evidence 
of poor mental health in an area. By the same token we should 
be wary of slum clearance and urban redevelopment that does 
more social-psychological harm than physical or biological 
good. 

On the other hand, the physically superior dwelling area 
may be a social-psychological slum. I think all of us could 
identify middle-class dwelling areas, particularly in Suburbia, 
that are not very happy places to live in. Such areas need 
therapy or preventive medicine no less than those handled by 
the housing authority or the city health office. We should also 
recognize that housing standards pointed to mental health are 
not frivolous luxuries, but just as fundamental and respectably 
‘‘minimum”’ as the usual ‘‘safe, sanitary, decent’’ standards. 
Indeed, decency, it seems to me, is largely social psychological, 
and to no small extent synonymous with the state of mental 
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health, whether of the person, the household, or the comriunity. 
Such standards, reliably drawn, are perfectly legitimate de- 
vices, conceivably, for police power and public-purpose pro- 
grams in the housing field. If public health be more than the 
provision of sanitary privies, water, air, and light, public- 
health workers may well look to the proper housing of psyche 
alongside of soma. And in the pursuit of this objective, all 
of us can join forces—planners, housers, health specialists, 
engineers, sociologists, and psychologists. 





THE FAMILY AND COMMUNITY 
MENTAL HYGIENE * 


THOMAS A. HARRIS, M.D. 
Director, Fairfax County Child Guidance Clinic, Falls Church, Virginia 


M* aim in this paper is to examine the place of the family 
in mental hygiene, with particular emphasis on the possi- 
bilities for help to parents in a community mental-hygiene 
program. It is not my intention to present a precisely worded, 
impressively scientific treatise; rather I speak as a physician, 
a child psychiatrist, and a father on considerations of the 
utmost concern to all of us in these troubled times. If there 
is a note of urgency or of evangelistic fervor in my remarks, 
it arises from my earnest conviction that we are on the thresh- 
old of significant developments in the prevention of emotional 
difficulties and social maladjustment. 

I should like to turn now to a brief consideration of the 
parental réles in the development of personality. I feel that 
as we attempt to understand the psychological forces in the 
family setting and in the constellation of family relationships, 
perhaps we shall be able to see with greater clarity the 
significance of problem behavior and emotional disturbances 
that are in reality the expressions of children who are having 
difficulty in handling the réle of the child in the drama of 
family life. 

For the purposes of our discussion, we can define person- 
ality as the product of the interplay between the inborn 
capacity of the child for growth and the social molding 
forces represented in the attitudes, feelings, and personality 
factors of the significant adults in the child’s life. And the 
significant adults in any child’s life are his father and mother 
or the responsible adults who are attempting to fill those 
two roles. 

This definition, for the most part, discounts or overlooks 
the matter of hereditary or biological factors, but with the 
understanding that each child is a distinct individual who, 

* Presented at the Annual Meeting of the Williamsburg Mental Hygiene Society, 
Williamsburg, Virginia, October 5, 1949. 
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because of his unique genetic or constitutional make-up, will 
experience the universal needs, drives, or urges in varying 
degrees of intensity. The human being’s physiological ca- 
pacity for developing personality, as in the case of intelligence, 
is a product of the process of biological evolution, just as is 
his whole organism; but, given that capacity, the actual 
development of his personality or self must proceed in terms 
of the social situations wherein it gets its expression and 
import. Hence personality is a product of the process of 
social evolution, the process of social experience and exchange. 
Harry Stack Sullivan said it this way: 

‘*The human being requires the world of culture, cannot live and be 
human except in communal existence with it. The world of culture is, 
however, clearly manifest only in human behavior and thought. Other 
people are, therefore, an indispensable part of the environment of the 


human organism. This is absolutely true in the earlier phases of person- 
ality development.’’ 


I have demonstrated, to my own satisfaction at least, the 
proposition that—barring some genetic accident which renders 
the child incapable of developing human personality—all 
children, from the most limited to the most gifted, progress 
toward human maturity step by step in a setting of relation- 
ships that provide or fail to provide the materials, guidance, 
and support that determine the complex structure referred 
to as personality. 

Let us begin with the period of infancy in our examination 
of the dynamics of réles in the family constellation. But first 
let us consider the situation that leads up to the infant. Here 
we find two people of opposite sexes, with their own person- 
ality assets and handicaps, who have undertaken the responsi- 
bilities of marriage—two people who under ideal conditions 
have achieved their first socially significant adult goal in life, 
that of mature adjustment to the demands and responsibilities 
of adulthood. They have the capacity to like others as well 
as or more than themselves; they have a mature sense of 
responsibility, both to themselves and to those about them; 
they have a mature set of values, attitudes, and ideals with 
which to meet the challenges of their life situation; and they 
carry on their daily lives supported by a minimum of patho- 
logical defense reactions. Such individuals may be considered 
to be ideally prepared to undertake the next great social 
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challenge in adult life—that of becoming husband and wife. 
And after meeting the demands of their marital situation, 
finding that they measure up satisfactorily to the emotional 
and sharing aspects of such a relationship, they are certainly 
prepared to move on into the great and ultimate social re- 
sponsibility in life—that of undertaking the roles of father and 
mother. Having met and satisfied the relationship needs of 
each other as husband and wife, they are prepared to bring 
another human being into their lives and to provide him with 
the extensive relationship needs he must have to meet the 
stresses of social living that loom ahead. 

We have said that personality development arises out of 
the interplay between the inherent capacity for growth in 
the child and certain social forces represented in the roles of 
the parents. In the case of the infant, this interplay has 
its beginning in the rdle of mother as expressed in ‘‘mother- 
ing.’’ This is a most vital relationship for the new ‘ndividual, 
for it serves to carry him through the first period of adjust- 
ment to the new psychologically oriented environment that he 
enters at birth as contrasted with the very close, protective 
physiological environment of the mother’s womb. It is 
important to visualize this contrast—the unborn child repos- 
ing in the most favorably supportive environment possible, 
without the anxiety and frustrating concomitants of living, 
and then, in the course of a few hours, moving into a new 
environment completely lacking in this closeness and subject 
to many deprivations, with no mitigations except those pro- 
vided by mother and mothering. 

Until the importance of the réle of mothering at the begin- 
ning of the post-natal life of the infant was established, 
orphanages and foundling homes were greatly troubled by the 
problem of infants who apparently did not possess the will 
to live—who died without evidence of injury or disease. It is 
now generally accepted that the mother, in her frequent 
intimate contacts with the infant, stimulates in it the desire 
to live and to accept the implications of self. In effect, she 
endows the infant with the psychological breath of life, for it 
is through this early contact between mother and infant that 
he begins to be aware of the fact that he is a self living in a 
world of other selves. This is the basis for our belief that the 
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most severe personality disturbances in children develop 
where there is a lack of appreciation and acceptance by the 
mother of her réle in this early relationship. 

Later, when father appears in the infant’s awareness, an 
important psychological element of growth arises from the 
infant’s realization that there are two people who relate in a 
significant way to him and to each other. The father, in his 
expressions of love for and happy acceptance of the infant, 
provides the necessary support and encouragement to the 
child in meeting this sense of loss of mother, as well as the 
anxiety-provoking implication that he is not a part of mother, 
but a person separate and distinct and with positive resources 
for relating to others. 

As growth and development progress, the new individual 
is confronted with recurring evidences of his own uniqueness 
and difference from the others in his life, and takes from them 
in a process of trial and error the materials that go into his 
own personality. In this, we see father and mother as living 
patterns or social instruments through which the child becomes 
an acceptable member of the group or progresses toward the 
darkness of social rejection. The child is rewarded by 
parental acceptance for his conformity to the rules of accepta- 
ble social conduct, just as, in adulthood, society rewards all 
of us for constructive contributions within our capacity— 
rewards us with social approval, acceptance, food, clothing, 
and protection. Later, through a system of rewards and 
punishments, the schools inculcate in the child the understand- 
ing that the industrious, honest, and responsible among them 
receive. the most social approval. The need for security 
motivates the child in this continuing operation—security 
that flows steadily from the warmth and constancy of the 
love parents have for their children and for one another. 

The emotional expressions of rage and fear, on the other 
hand, are another aspect of the socialization of organic drives 
in the child and frequently develop as conditioned responses 
out of the apprehension that arises when the infant is left to 
ery it out before his needs are satisfied. The child is impelled 
to protect himself from the painful anxiety that arises out of 
frustration of his primitive impulses. He is, therefore, resent- 
ful of restraining influences and because of his lack of under- 
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standing, he expresses his resentment with rage and anger 
when inhibited. He has an urgent need to play, to be aggres- 
sive and self-indulgent. If frustration is allowed to continue, 
resentment and anxiety become powerful secondary drives or 
urges which may unconsciously motivate the child into psycho- 
logically, socially, or culturally undesirable behavior. The 
most serious maladjustments—those that are most difficult 
to overcome—spring from this early relationship deprivation. 

This route of development we have pictured is rarely, if 
ever, a smooth, straight highway of life; rather it is a turning, 
twisting, give-and-take, trial-and-error series of detours, as 
the young individual struggles with his concept of himself, 
which is sometimes threatened by the ever-present social 
pressures of de-individuation. As the self-dynamism of the 
developing child acquires adequate defenses to anxiety, he 
undertakes new experiments in self-expression in the form 
of play and the establishment of relationships outside of the 
home. In the presence, however, of excessive anxiety due to a 
lack of parental support, he may develop a low tolerance to 
the fear associated with moving into new relationships which 
emphasize his own developing individuality. 

In these growth and development dilemmas, parental atti- 
tudes provide the key to the young individual’s solution of 
each new challenge. Parents who cannot give up the infant 
in the child in effect deny him a self and stifle the developing 
aggression associated with the growing realization of self. 
The child turns back to or retains such infantile forms of 
self-expression as thumb-sucking, bed-wetting, soiling, and 
temper tantrums. 

At the dinner table the other evening, my wife informed 
me in a doubt-laden voice that the teacher of our five-year-old 
son’s kindergarten class had suggested that he be allowed to 
come to school alone. 

‘*What do you think about that?’’ I asked. 

‘*‘T don’t know,’’ she said. ‘‘I did start him out alone one 
day, but he looked so tiny trudging up the road that I had 
to run after him and go with him.”’ 

‘Tt is hard to give him up, isn’t it?’’ I suggested. 

She wasn’t sure it was that, but supposed that it was. I 
turned to Tommy and asked him what he thought about the 
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matter. He looked from me to his mother for a moment; then 
said, ‘‘I want Mama to go with me.”’ 

After a discussion in which I expressed my identification 
with and acceptance of the youngster’s fear and his mother’s 
sense of loss, I pointed out the realities of the situation—that 
the decision could wait, but not for long. A way was found 
to emphasize the positive satisfactions in being like Daddy 
and going alone, and the decision to go alone was accepted. 

At this point it may be said that the child possesses the basic 
interpersonal devices for meeting the challenges of further 
growth and development. The pattern of supportive parental 
relationship has been established and the elementary lessons 
of social codperation have been learned. Aggression, the 
organizing energy of self-definition, has yielded constructively 
to the defining limits of socialization. The basic physiological 
satisfactions of the infant have been largely translated into 
the psychological ones of the child and adult. 

However, the problems of growth and development will 
not end with the arrival of school age, because each stage 
of self-evolution presents its own anxieties and frustrations. 
School presents new demands on the little individual in adjust- 
ing to a new kind of authority—a new socializing pressure. 
New ways of relating to the others in his life have to be 
developed; a new reality is introduced that on occasion has a 
shattering impact on the previous reality of parent and child. 
Again, the understanding, accepting teacher provides the 
necessary support to help the child move into the new situation 
in a positive surge of his own self-assertiveness. Harsh 
treatment, on the other hand, may affect very adversely 
the child from a happy home who has been taught to expect 
friendliness and a receptive and inquiring attitudeé—may 
teach him gradually, through repeated pain and humiliation, 
that the world into which he has moved is an unfriendly and 
cruel world, and may encourage fantasy processes, the goal 
of which is to return to the home and to the past, to turn 
back from the realities of growth and development, and from 
a fundamental trust in interpersonal experiences. 

You will perhaps have gathered by now that the all-im- 
portant factor in meeting each new socializing situation is the 
youngster’s positive resources, developed in his early years 
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through the understanding, acceptance, and support of his 
parents. Proper parent-child relationships, among other 
things, lay the foundation for an ability to work in other 
relationships and to accept authority without feeling it as a 
disorganizing threat to his own self-esteem. 

With this initial understanding of the significance of the 
relationship structure in the family to growth and develop- 
ment in childhood, I should like to turn now to a consideration 
of the troubles that beset the families of our time and culture. 
Extensive study and observation of the family structure by 
social scientists and psychiatrists, both in primitive and in 
highly advanced societies, lead them to say that culture, or 
any form of social organization, would be impossible without 
the family. In this give-and-take environment, with its oppor- 
tunities for comparisons, imitations, rivalries, satisfactions, 
and disappointments, human beings live together, and in that 
living find the secret of being a person in a world of other 
persons. Also, we have come to understand that the family 
can function only through the individual differences of its 
members, determined and experienced in the three basic réles 
of father, mother, and child. 

In primitive cultures, the family réles had a more fixed 
status; rituals and customs prescribed clearly the functioning 
of parents and gave them the status that parents of to-day 
have to acquire with greater self-consciousness and purpose- 
fulness. But the social and economic changes that have swept 
over the world in the last few decades have made for greater 
difficulty in the determination of what is right in individual 
experience. You will recall, many of you, that your own 
fathers and mothers seemed to have a pretty sturdy concept 
of their réles—a concept that had its strength in the un- 
questioning cultural support of the réle without particular 
concern as to how the individual might play it. 

I repeat, we have grown up in an era of increasing indi- 
vidualism, with an accompanying shifting of social values with 
respect to authority and standards of right and wrong. As an 
aspect of this era of freedom for the individual, parents have 
become more conscious of themselves and much more aware 
of the child. Experiments of all kinds have been made, and 
many new ideas and fashions have resulted. The dangers of 
mother love and repression were stressed; the child should be 
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left free to express his own desires; punishment gave way 
to reasoning. It became wrong ever to show feeling because 
of the dangers of fixation or rejection. While many values 
have unquestionably resulted from this freer living—e.g., 
increased individual spontaneity—it should be realized that 
uncertainty, confusion, and anxiety have been the product of 
the too radical shifts in cultural support with too much left 
to individual definition. The widespread interest in parent 
education is a reaching out by parents for cultural supports 
because of the anxiety and fear resulting from being left too 
much on their own. 

There is a severely frustrating dilemma in all of this for 
to-day’s parents. We are living in an era of great social 
change as well as of scientific achievement. As new advances 
are made in the understanding of emotional disorders and 
personality difficulties, the period of childhood assumes in- 
creasing importance from the standpoint of preventing such 
disturbances in living. The implications of this often exceed 
the capacity of our modern parents to establish mature and 
responsible relationships—a fact that is reflected in our rising 
divorce and delinquency rates. In our clinics we are con- 
stantly facing parents who present their problems with a 
sense of desperation which demands that we do everything 
possible to meet their need for help. 

With the gradual evolution of the above concept of the 
significance of interpersonal relationships in the development 
of personality, it is not surprising that a concomitant thera- 
peutic philosophy for helping children who are struggling 
with problems in living has evolved based on this understand- 
ing—a philosophy that recognizes the constructive possibili- 
ties in a relationship with a child and that provides an oppor- 
tunity for the parent to participate with the child in an exami- 
nation of their relationship patterns and the meaning of the 
child’s expressions of trouble. I am referring to the thera- 
peutic structure known as child guidance, which had its origin 
in and developed its distinctive approach to the troubled 
child through the collaborative efforts of the three disciplines 
of psychiatry, social work, and psychology—an approach that 
takes its effectiveness and strength from the unique contribu- 
tion of each of the three different disciplines to the therapeutic 
process involving parent and child. 
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In the Fairfax Clinic the clinical structure and the profes- 
sional réles of the individual members of the staff have been 
defined and developed around the unique character of the 
parent-child relationship, with its great potentialities for con- 
structive as well as destructive contributions to the lives of 
its participants. The professional and administrative staff 
of the clinic, from the receptionist to the director, have worked 
toward a team concept in countless staff conferences. In this 
way each member has become sensitized to his part in the 
helping process in a way that provides support and encourage- 
ment to the faltering steps of a troubled mother asking for 
help in her first brave phone call to the clinie—sensitized to 
the months of uncertainty, frustration, guilt, and sense of 
failure that have preceded that call. 

On occasion, the struggle between parent and child has 
been so intense that the mother is unable to handle the impli- 
cations of seeking help. In such cases the school principal, 
a welfare worker, or even a neighbor may attempt to take the 
first step for the parent. The responsibility for this first step 
is returned to the parent in a way that helps her to accept it 
and to make the next step. 

Not infrequently many of the social agencies of the com- 
munity are caught in the compelling need of a troubled child 
and the clinic assumes the larger réle of preventive education 
and guidance to the community. I am reminded here of the 
case of Linda, a little girl of eight, recently referred to us 
because of the foster mother’s increasing concern that Linda 
seemed unhappy with her and was unable to fit into her new 
home as a carefree little girl of eight should. 

Linda had grown up in a home that had been broken by the 
long illness and death first of her father, then of her mother. 
In meeting the blow of their loss, she had derived some support 
from the mother role she played in looking after her younger 
brother. However, this réle and the heavy load of sadness in 
the home had deprived Linda of an emotional outlet—of the 
opportunity to vent her bitterness in healing tears. After the 
death of her parents, she had become a ward of the county 
and circumstances had arisen that separated her from the 
little brother. 

This blow exceeded her capacity to withstand. There began 
a process of withdrawal from meaningful contact with others. 
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In spite of the fact that every one she came in contact with 
felt sorry for her and wanted to help her, the pain and trouble 
remained. She was denied the effective healing agent of 
interpersonal sharing because of her fear of and lack of 
trust in human relationships, which had been the source of 
so much tragedy. 

Arrangements were made for Linda and her foster mother 
to come to the clinic together for interviews with the social 
worker, the psychologist, and the psychiatrist. In her report 
on the comprehensive testing procedures used with Linda, the 
psychologist mentioned Linda’s normal intelligence, but 
pointed out the rather serious degree of lowered intellectual 
capacity and emotional restrictions due to the traumatic 
episodes of the past. 

I was introduced to Linda in our reception room. She was 
a small, quiet, freckled-faced little girl with pigtails, who 
looked up at me with big eyes full of sadness and fear. I 
invited her into my office and we sat down facing each other, 
our knees nearly touching. I suggested that we exchange 
names again; she gave me her name in a clear, firm voice and I 
gave her mine. Then I thought that we could begin our visit 
by getting Linda’s ideas as to why she had come to the clinic. 
She didn’t know exactly, but we got into a discussion of school, 
her friends, the things she did at home. Somewhere in our 
discussion I suddenly said: 

‘‘Linda, I understand why you are here. I know about your 
mother and father. I know how you felt during those long, 
dark days before your mother and father left you—how you 
needed some one to help you understand, to allow you to be 
happy like other little girls.’’ 

Her lower lip trembled and she began to cry. As she sat 
before me crying out those bitter years, I accepted her tears 
with the assurance that I would cry, too, if such things had 
happened to me, and if my little brother had been taken from 
me, I would have felt that this is indeed a very mean old 
world. This brought on a fresh deluge of tears and I turned 
and looked out of the window into the distance as she cried. 
When she had quieted and wiped her face with some tissue I 
supplied, I turned to her and smiled. She returned my smile 
and in answer to my suggestion that she might want to come 
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to see me again, she nodded her head and we agreed to a 
time the following Saturday. 

Meanwhile, the foster mother was talking over her relation- 
ship with Linda with the social worker. The reality of Linda’s 
unresolved sorrow, and how it stood in the way of her ability 
to establish happy relationships with others, was discussed, 
and the type of help Linda would receive in her hours with the 
psychiatrist was explained. Also, an examination of the 
situation was made to determine how the foster mother could 
provide more positive support and acceptance in her relation- 
ship with Linda—not of stultifying sympathy, but of under- 
standing and freely expressed love. 

As in the case of all children who are a responsibility of 
the social agencies of the county, Linda had come to under- 
stand that a particular welfare worker had been given the 
responsibility of looking after her interests; they referred to 
each other as ‘‘my child’’ and ‘‘my worker.’’ Such an 
arrangement provides a significant adult relationship for 
Linda to help her through the trials of foster-home changes 
and other aspects of her life situation. As Linda and her 
foster mother progressed in their visits to the clinic, the chief 
social worker arranged for conferences between Linda’s wel- 
fare worker, the psychiatrist, the psychologist, and the social 
worker. In the free exchange of these conferences, the welfare 
worker was helped toward a better understanding not only of 
Linda’s problems, but of the significance of her own relation- 
ship to Linda and her part in supporting Linda’s efforts 
toward a better understanding of herself and the realities of 
the world around her. 

A similar conference was arranged with Linda’s school 
principal and teacher. Again, the efforts of the staff were 
devoted to an examination of the dynamics of the teacher- 
child relationship, and stress was laid upon the positive 
aspects of relating to Linda with understanding and accept- 
ance rather than with a smothering sympathy which tended 
to emphasize her difference from other children. 

A visit by the social worker to the county juvenile judge to 
outline the clinic’s findings in Linda’s case and to explain the 
staff’s approach to her problem completed the protective 
coat of understanding the clinic strives to throw around each 
child with whom it works. 
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We have now completed our examination, admittedly super- 
ficial and inadequate, of the significance of the family setting 
in the evolution of personality in the child, and of the problems 
that to-day’s parents face in meeting the responsibilities and 
demands of participation in the family réles. I should like 
to conclude my remarks with a brief look at the possibilities 
for help to parents and others to be derived from a community 
mental-hygiene program. I think I should say that the sug- 
gestions that follow are based largely on concepts I gleaned 
from the Geneva Meeting of the World Federation of Mental 
Health in August of 1949, and are advanced from a deep 
appreciation of the need we all have to-day for a better under- 
standing of ourselves and others so that the individual of 
to-day can live at peace first with himself, then with his 
neighbors. 

Any effective community mental-hygiene program should 
be based on a realistic assessment of the general background 
against which projects must be carried out—the prejudices 
and misconceptions that must be combated, the limitations of 
personnel and of financial resources. A period of preliminary 
surveys and studies of all of the community resources and 
opportunities for work with people in trouble would seem to 
be the first step in planning for mental hygiene. Limited 
resources require a decision as to where energies must first 
be concentrated and where integrated planning is most essen- 
tial. 

Psychiatrists now agree that the most fruitful approach 
to mental health is through the child. It seems clear, then, that 
in any mental-hygiene program, the school-teacher is a key 
person, whose influence cannot be overestimated. It is essen- 
tial that teachers be a substantial part of the program, with 
ample opportunities to participate in group discussions lead- 
ing to a better understanding not only of their own réle with 
respect to the growth and development of children, but also 
of the emotional problems of children in general and what 
these problems represent. 

The position of physicians, the clergy, social workers, 
psychologists, and nurses must be remembered, with their 
unique opportunities to disseminate knowledge and influence 
people’s attitudes in a constructive way. Good relations 
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must be established with those in charge of the press, the 
radio, and the theater, and these media must be used to publi- 
cize mental-hygiene principles. Economic studies should be 
made to evaluate local ability to support adequate services 
and to serve as the basis for recommendations as to how to 
overcome any limitations. Finally, a sense of responsibility 
for community mental health should be developed in the public, 
through close collaborative effort on the part of all agencies 
and individuals whose work is concerned with education, 
counseling, welfare, and other activities that relate to the 
attitudes, motivation, and behavior of human beings. 

With respect to the more specific details of the mental- 
hygiene program, the local mental-hygiene society should 
exercise an educative and coordinating réle, stimulating the 
formation of inter-departmental committees with regional, 
county, or city authorities in education, health, public welfare, 
courts service, and so on, aud also the formation of a council 
of social agencies for the community. 

In addition, special plans fer education in mental health 
should be made for different groups in the community—e.v., 
parents, through (1) organized study groups on family rela- 
tions, behavior problems, etc., by codperation between the 
mental-hygiene society, the parent-teacher associations, and 
the adult-education authorities; and (2) annual courses in all 
parent-teacher associations on subjects of special interest to 
parents. 

In the case of schools, there should be emphasis on the 
recognition and meeting of individual needs of children 
through: (1) selection of teachers; (2) more instruction in 
psychology in teachers’ training courses; (3) regular seminars 
and courses as part of the training of teachers; (4) placement 
of counselors trained in educational and case-work procedures 
in all schools; (5) emphasis on adequate physical, recreational, 
and sanitary arrangements for the promotion of mental health. 

Churches provide another resource. There could be joint 
planning by the mental-hygiene society, churches, and group- 
work agencies of a mental-hygiene program designed to meet 
the needs of their constituencies. 

As we consider it here, such a program as I have outlined 
sounds a bit utopian, but I am sure that if you look around 
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you, you will find that all of the ingredients for happier, more 
mature, and more effective people in your community are 
present, waiting to be utilized. The mental-hygiene clinic 
will be the spearhead of the attack on the problems as well as 
the chief resource for authoritative advice and guidance. 

It should be a primary concern of the mental-hygiene society 
that the establishment of a clinic should not be considered 
all that is necessary. I consider it most important that you 
understand that the clinic has limitations as well as possi- 
bilities. Its achievements will always correspond to the degree 
of understanding by the community of the problems involved 
in bringing help to people who are confronted with difficulties 
in living. The members of the clinic staff have no particular 
magic except that which resides in a relationship that accepts, 
understands, and works with an individual in need of help 
toward a better concept and acceptance of his reality. The 
psychiatrist, the social worker, and the psychologist combine 
their individual insight, skill, and training to this end. The 
person in need of help must supply the willingness to see his 
need for help and the motivation to work at it. It is in this 
latter area that the community, by means of its mental-hygiene 


society, will support the clinic through its program of educa- 
tion and stimulation of interest in the possibilities of happier 
living as a result of improved human relations. 
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PROFESSIONAL RESPONSIBILITY FOR 
COMMUNITY MENTAL HEALTH * 


IVA AUKES 


Associate Director, Illinois Society for Mental Hygiene 


RUDOLPH G. NOVICK, M.D. 
Medical Director, Illinois Society for Mental Hygiene 


MENTAL-HYGIENE society—national, state, or local— 

which has no vested interests (social, political, or eco- 
nomic), and which utilizes the interests and skills of profes- 
sional and non-professional persons, offers a unique vehicle 
for the discharge of professional responsibility for commu- 
nity effort. 

A state mental-hygiene society seeks to foster mental health, 
in the broadest meaning of the term, in the community. Its 
objectives are essentially educational in nature, with the aim 
of making scientific facts about mental health and ill health 
more and more widely known, understood, and applied. Such 
education for, and promotion of, mental health is oriented in 
programs for (1) increasing the individual’s ability to adjust 
to external and internal stress, and thus aiding him to attain 
and to maintain mental health as the ‘‘key to effective per- 
sonal and social living in a democratic society’’; (2) reducing 
the number and severity of environmental factors that con- 
tribute to mental ill health, and introducing or strengthening 
factors that further mental health; (3) providing adequate 
resources for the treatment of minor emotional disorders 
and advanced cases of mental illness; and (4) training individ- 
uals to carry out these objectives, 

Such a program calls for a multi-discipline approach. In 
a state mental-hygiene society, the psychiatrist and the psy- 
chiatrically oriented social worker can provide the necessary 
leadership and perform the important codrdinating and inte- 
grating functions. The two disciplines serve to complement 

* Read at the One Hundred and Fifth Annual Meeting of the American Psy- 


chiatric Association, Montreal, Canada, May 26, 1949. 
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each other. The psychiatrist brings to the organization his 
psychiatric clinical knowledge of the individual; the psychi- 
atric social worker, his social case-werk approach and orienta- 
tion to the community. Just as the teamwork of psychiatry 
and the social sciences has proved its usefulness both in 
study and in treatment, so mental-hygiene-organization work 
offers another strategic area for such codperation. 

In this function the psychiatrist and the psychiatric social 
worker can be effective partners if each recognizes his obliga- 
tion as a professional citizen and possesses those qualities 
which enable him to exploit fully the potentialities for leader- 
ship for which he is technically equipped. For example, each 
must be flexible and interested in developing techniques for 
helping groups and communities—using the same body of 
principles and skills that apply to helping individuals. 

It is an accepted fact that in implementing a program of 
this kind, the mental-hygiene society is not so much respon- 
sible for actually doing the job as for seeing that it is done 
by qualified agencies, organizations, and individuals in the 
community. In such a program, the leadership, integration, 
and coérdination functions loom high. 

Certain activities and procedures of the Illinois Society for 
Mental Hygiene will serve to illustrate the working relation- 
ship of the two disciplines in offering a skilled service at the 
community level. These illustrations do not represent the 
total program of the society, nor do they imply any priority 
rating. 

1. Consultative and advisory service. A mental-hygiene 
society has a constant stream of inquiries from a wide variety 
of professional and semi-professional persons and leaders of 
official and civic groups who seek specialized information or 
guidance in the planning of mental-health-education programs 
or projects. 

The equipment of persons who make requests for consulta- 
tion varies a great deal. This imposes upon the staff an 
obligation for careful appraisal of the group in terms of its 
mental-hygiene understanding and the potential leadership 
to carry on the program. 

Techniques of interpretation and skills of consultation, 
comparable to diagnostic and treatment skills in helping 
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individuals, come into play in helping groups develop ability 
within themselves to promote mental hygiene. Ability to 
appraise the immediate interest and orientation of the group 
through its leadership is implied; also, skill in directing the 
interest and energy of the group to tasks that they will be 
able to accomplish. Knowledge of specific and appropriate 
tools and community resources, which the group may be able 
to use creatively, are an important element in the equipment 
of the consultant. 

The unique insights of the disciplines of both psychiatry 
and psychiatric social work are important in assaying the 
implications of a request for help on the part of citizen and 
professional groups and in formulating recommendations on 
mental-health activities or programs. 

2. Fact-finding and surveys. Fact-finding and survey activi- 
ties are carried on by a society as part of its clearing-house 
program. Plans for the systematic gathering of information, 
and the providing of data useful to planning groups, such as 
chests, councils, and reference agencies, necessitate a thorough 
knowledge of the mental-hygiene field and represent the 
collaborative judgment of the psychiatrist and the social 
worker. 

A directory of psychiatric facilities in Illinois, compiled by 
the psychiatric social worker, is published regularly by the 
Illinois Society for Mental Hygiene, as one of its services to 
the community in the interest of disseminating information 
on mental-health services. This directory is primarily a 
handbook for social workers, doctors, nurses, ministers, per- 
sonnel workers, and other professional persons. It becomes 
a useful tool by virtue of its completeness and definitiveness 
as to function and use of the various psychiatric services. 

Included in the survey function is the work done in connec- 
tion with evaluative studies of the mental-hygiene programs 
of clinics, supported by the Community Fund of Chicago, that 
are members of the Welfare Council of Metropolitan Chicago. 
This kind of review, carried out by the psychiatric social 
worker, includes consideration of such points as educational 
function ; relationship of the clinic to the total medical service 
of which it is a part and to the community; and training 
opportunities, as well as scope, function, and personnel. 
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This activity on the pari of the Illinois Society serves to 
strengthen the codperative relationship between these medical 
services and the Community Fund, on the one hand, and the 
Illinois Society on the other. 

3. Education—orientation of related professions. HKduca- 
tional efforts to orient related professions, particularly nurs- 
ing and teaching, have been considered by the Illinois Society 
as the most effective and rewarding use of educational re- 
sources for preventive goals. In line with this, an institute 
for instructors in general nursing schools was recently 
planned and executed. In such a project the worker uses his 
skills to provide an opportunity for the participation of key 
professional persons on the therapeutic, standard-setting, and 
administrative levels. The leadership of pediatricians, psy- 
chiatrists, officials of the Illinois Department of Registration 
and Education, and nursing instructors was used effectively. 
In this process of inter-discipline planning, the unique char- 
acteristics of the nursing profession were considered in the 
light of the specific educational goal. The purpose of the 
institute was to inform the faculties of nursing schools about 
the nature of interpersonal relations. Its objective was the 
encouragement of a milieu in the school that would be psy- 
chologically hygienic for students and instructors. 

4. Planning for improved mental-hygiene facilities. Effee- 
tive planning for services must be based on exact knowledge 
of need, must be part of an over-all program, and must enlist 
the interest and participation of those who must eventually 
accept responsibility for executing the plans as well as estab- 
lishing and maintaining the facility. 

We refer, as one illustration of fostering the development 
of mental-hygiene services, to a program of the Illinois Soci- 
ety for bringing about specialized services for veterans. In 
1944, when mental-health needs had been brought into such 
sharp focus by the large numbers of men discharged from 
the military service for neuropsychiatric reasons, the question 
was one of determining, as precisely as possible, the con- 
templated needs of the neuropsychiatrically discharged vet- 
eran and the adequacy of the existing or contemplated 
provisions for meeting these needs through various govern- 
mental and voluntary agencies. 
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In order to stimulate intelligent interest, the Illinois Society 
—with leadership on the part of the consultant of the Divi- 
sion of Rehabilitation of The National Committee for Mental 
Hygiene—devoted its annual meeting to the theme of the 
psychiatrically handicapped veteran. The next step was a 
conference of leaders of all interested representative groups 
and agencies—medical, welfare, and civic; official and volun- 
tary—to pool information on present and proposed programs. 
The unmet needs were pointed up. A technical committee 
drew up a proposal for a pilot service for the care of the 
ambulatory non-service-connected neuropsychiatric dischargee 
who seemed to be the peculiar responsibility of the state. 
Auspices for the project were explored, and finally the pro- 
gram was adopted im toto by the Illinois Department of Public 
Welfare as an expansion of its extramural mental-hygiene 


program. 

The Illinois Society’s 1947 state-hospital project—‘‘to im- 
prove and extend the public psychiatric facilities in Ilinois’’ 
—serves to illustrate several general principles. It illus- 
trates: (1) the advantage of codperative undertakings between 


national and state organizations; (2) the usefulness of the 
multi-discipline approach; and (3) the modifiability of social 
institutions. For our purposes here, it is not necessary 
to go into a detailed account of the project. Briefly, its goal 
was a change in point of view from ‘‘hospital-focused’’ to 
‘*pnatient-focused’’ public psychiatry. This new point of view 
has been ably presented by Dr. George H. Preston ' at the 1946 
Annual Meeting of The National Committee for Mental Hy- 
giene, and by Dr. George S. Stevenson? in his writings and 
public addresses. 

Several elements were necessary to facilitate the project: 
(1) a well planned mental-hygiene program; (2) a plan of 
action to achieve the program; (3) an enlightened public; 
and (4) state-wide channels for the mobilization of effort. 
Adequate leadership was of the greatest importance. This 
leadership involved the planning of a state-wide mental-health 

1 See ‘The New Public Psychiatry,’’ by George H. Preston. MENTAL HYGIENE, 
Vol. 31, pp. 177-84, April, 1947. 


2See ‘‘Psychiatric Services in the States,’? by George S. Stevenson. State 
Government, Vol. 19, February, 1946. 
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program with a preventive and remedial focus; the ability to 
identify available community resources (press, radio, church, 
service clubs, and others) strategic in an educational cam- 
paign to educate and stimulate the public to social action; 
and the capacity to organize all groups for intelligent and 
coordinated effort to secure favorable legislative action. 

The program-planning became the responsibility of the 
psychiatrist as an authority on the general and specific needs 
in the community. Here the technical assistance of psychi- 
atrists in the community was enlisted and used effectively, and 
the recommendations of national standard-setting organiza- 
tions (such as The American Psychiatric Association) were 
taken into account. 

The program was then submitted to various medical, wel- 
fare, and civic groups for discussion, amendment, and en- 
dorsement. By such means the Illinois Society was able to 
start its educational campaign and to secure support and 
endorsement for the program from many important well- 
organized, active groups. The work of interpreting the pro- 
gram was carried on both by psychiatrist and by social worker 
—each taking advantage of certain apparent liaison opportu- 
nities with other groups. For example, the psychiatrist 
presented the program to county medical societies because he 
had ready access to these groups, and because, as a physician, 
he was accepted by them. While the program was being 
formulated, a plan of action was designed, and organization 
of the entire state—for education and legislative activity— 
was begun. In this portion of the program, the Illinois Society 
had the codperation of two full-time field workers from The 
National Committee for Mental Hygiene. This work was 
carried on under the general supervision of the psychiatrist 
and under the immediate supervision of the social worker. 
The general ‘‘know-how’’ and organizing experience of the 
field workers were adapted to meet local circumstances under 
the guidance of a social worker on the staff well oriented to 
legislative activities. 

Existing groups assumed responsibility for mental-health 
education and legislative effort on the part of their own 
membership. New groups were developed in politically stra- 
tegic counties to carry on similar programs. 
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Participation by individuals other than members of organ- 
ized groups was secured in a variety of ways—through direct 
mailings, a speakers’ bureau, newspaper releases, and radio 
programs. The latter two were of particular value because 
of the large numbers of people they reached and because of 
their influence as molders of public opinion. Use of press 
and radio facilities required much professional supervision. 

A project such as the one described combines into one 
example the codrdination of various skills, services, and pro- 
fessional disciplines in achieving a goal which is the unique 
responsibility and opportunity of a mental-hygiene society. 

To summarize, responsibility for community mental health 
rests not only with psychiatric personnel, but also with all 
‘*professional and official persons’’ engaged in community 
services with a high mental-hygiene potential. The former, 
in addition to their treatment réles, must assume their more 
comprehensive obligations as citizens and participate with 
other citizens in community activities that affect mental 
health. The latter, on the other hand, must secure some 
knowledge in the field of mental health and must apply this 
knowledge within the traditional content of their daily work. 
Thus each profession, retaining its prime responsibility in its 
own particular field, assumes additional and more peripheral 
obligations. In these outer or peripheral fields of responsi- 
bility, we will have an overlapping of interest and a multi- 
professional approach to mental health. By such means will 
we break down the ‘‘iron curtain’’ between the various dis- 
ciplines and professions, progress toward better understand- 
ing of common tools and common goals, and achieve a truly 
coordinated program, embracing all the professions, for 
safeguarding mental health. 





THERAPEUTIC VALUES OF GROUP 
EXPERIENCE IN A CHILDREN’S 
INSTITUTION * 


J. FRANKLIN ROBINSON, M.D. 


Director, Children’s Service Center, Wilkes-Barre, Pennsylvania 


tw distinction between what is therapeutic and what can 

be designated as psychotherapy can be established in part 
by describing the setting in which each process occurs, and 
indicating the qualifications of the responsible professional 
individual who conducts it. The title of this paper assumes 
that values can derive from group experiences that are similar 
to some of those arrived at in effective psychotherapy. 

The aim of treatment has been seen generally as the achieve- 
ment of emotional growth or emotional maturation. Observa- 
tion of the existence of conflict in relation to emotional diff- 
culties led to the theory of an arrest in emotional development 
from which the patient needed to be freed. It was hoped that 
emotional expression in the light of a more clearly elucidated 
understanding of past experiences would aid him in reaching 
this goal. Soon it was appreciated that the patient’s use of his 
relationship with the therapist in the immediate treatment 
setting called for skillful handling, with an understanding both 
of the patient’s reactions to the therapist and of the thera- 
pist’s responses to the patient. Gradually it became clear that 
emotional patterns were discovered and learned in the treat- 
ment setting and that emotional maturation was actually 
realized through the treatment relationship and was effective 
as the patient utilized newly acquired reaction patterns in his 
daily living. 

A treatment experience with a child, to be ultimately effec- 
tive, should lead to the establishment of new qualities of rela- 
tionship within the family configuration and the important 
interpersonal associations of the patient. This in effect estab- 
lishes new social and personal reaction patterns which begin 

* Presented at a joint session of the sections on Group Work and on Child Care, 
at the Seventy-seventh Annual Meeting of the National Conference of Social Work, 
Atlantic City, New Jersey, April 26, 1950. 
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to characterize the individual, so that one might say that there 
are actually new qualities in his self. 

Group activities afford a setting in which an individual is 
subjected to a variety of pressures to respond in interpersonal 
relationships, and in which he can discover and learn more 
about his own reactive tendencies, and can test out and experi- 
ment with new reactive patterns. The thoughtful direction and 
handling of group activities has received a great deal of atten- 
tion in recent years, stimulated by a new interest in the use the 
individual makes of the group setting. An appreciation of the 
way in which such experiences can lead to more effective living 
patterns, and the delineation of techniques in working with 
individuals through the group medium, has led to the intro- 
duction of the term, group therapy. 

With the specific designation of directed group activities as 
therapy, efforts have been made to induce through group activ- 
ity some of the personality changes that we have learned can 
be achieved in individual treatment. Techniques have been 
sought by means of which the patient could be reached within 
the group, and procedures have been introduced whereby 
individual interviews with the group leader supplement the 
group experience. A good deal is being learned about work- 
ing with individuals within groups, and directed group expe- 
rience currently is being used as a therapeutic procedure by a 
number of group workers and group therapists. 

I shall use the word, group, to indicate a measure of organi- 
zation of interrelated associations involving a number of indi- 
viduals who spend specified periods together. The group may 
include all or a part of the children who make up an institu- 
tional unit. It achieves an integral form as certain individuals 
assume effective directing or dominant roles in relation to 
others, who accept passive or responsive roles, usually based 
ona kind of loyalty. A dominant member evolves in a position 
of group leadership. The simplest configuration would be 
that of a dominant child with a bilateral relationship with each 
of the other children in the group. In reality, the relationships 
are more complicated, as subgroups exist within the major 
group. Only as meaningful relationships that have some 
degree of permanence develop does group experience have full 
value. This means that where large numbers of children are 
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housed in an institutional unit, some limitation of the size of 
groups is necessary. If the dynamic values of group experi- 
ence are to be realized, group associations must be established 
that are small enough to be utilized. Skillful direction by 
trained workers is important. 

The therapeutic values that I shall discuss are as follows: 
Through group experience within an institution, the child can 
arrive at a better understanding of his reactive patterns or 
tendencies. The group contributes to his increasing aware- 
ness of his reactions and exerts pressure for change. Pressure 
for change is both negative, in that certain kinds of behavior 
are discouraged, and positive as reactive tendencies are facili- 
tated or encouraged. Various patterns of reaction are pro- 
vided by the other members of the group and there is a medium 
for the testing out by the individual of new or different ways 
of reacting. Group experience within an institutional setting 
derives additional significance from the purpose and program 
of the institution. Children are dependent and maturing indi- 
viduals who need a continuing relationship with a parental 
force. The therapeutic potentialities inherent in group expe- 
rience within an institution will be enhanced and be of more 
lasting value if they are realized within the framework of con- 
tinuing, responsibly provided domestic associations for the 
child. 

A child can obtain a sense of his own individuality as his 
patterns of reaction become defined. This will evolve out of the 
manner in which he finds that he can participate in the living 
experience. The group affords a setting in which he responds 
according to his own capacities and tendencies. A shy or timid 
child will have difficulty in establishing a place for himself. An 
aggressive child can be helped to be aware of the active and 
perhaps hostile manner in which he attempts to relate. In 
the group he is free of the long-standing associations with 
members of his family, intimate friends, teachers, and so on: 
to whom he is accustomed to respond and on whom he has 
habitually projected responsibility for his reactions. The 
acknowledgement of tendencies as his own ways of reacting, 
and as being directed to some extent by himself, is a first step 
toward considering different or more satisfactory ways of 
responding. 
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An adopted adolescent boy had been able to exert little initiative in 
his personal relationships, in group contacts, or in requirements at home 
or school. An effort to help him through psychotherapy met for the most 
part with indifference and apathy. Such indications of his attitudes as 
he would contribute were limited to expressions of his antagonism toward 
his adoptive parents and toward a younger adopted brother. He resented 
the parents’ concern over his apparent unhappiness. He insisted that 
he was satisfied with his poor school progress. He was contented with 
the occasional and temporary friendships he could establish. He was 
resentful when his adoptive parents protected him after he had carried 
out minor aggressive delinquencies, although at such times he was most 
helpless and dependent. He was bitterly averse to the parents’ decision 
to seek help for him in a resident treatment center where he was expected 
not only to utilize an individual psychiatric treatment experience, but to 
live among a group of children. 

In the group he soon found that he was confronted with a dilemma 
that brought to him a clearer understanding of the kinds of association 
he was seeking. After a cautious and reticent initial phase, he found 
that he could be pleasant to most of the group and could enter with some 
enthusiasm into group activities. He was especially free with the 
younger children and was, indeed, rather kindly toward those who had 
obvious difficulties of their own. This somewhat benevolent, and at the 
same time emancipated, behavior with the group was new to him and 
probably played an important part in his establishment of a friendly 
attitude toward the psychotherapist, whom he had at first disliked, and 
toward the resident professional workers, whom he did not trust. 

Ee was, however, challenged by an aggressive boy of about the same 
age who assumed a position of dominance in the group because of his 
physical prowess and through a reckless defying of authority. Our boy 
complained to his parents that this other boy was a bad influence for 
him. He made it clear to staff members that he disapproved of the 
other boy’s disobedience. While he was able to establish his physical 
superiority to the boy and knew that he was quite as well liked within 
the group, he was compelled to join the other boy in his escapades of diso- 
bedience. 

He was obviously torn between the pleasant, satisfying association he 
could set up within the group and his identification with the com- 
pulsive insurgence of the other boy. A dilemma resulted from the 
relationships he sought within the group, and he no longer could attribute 
his difficult situation to the prejudiced attitudes of his foster parents. 


A child’s awareness of his reactive tendencies is thrown into 
relief by the responses of other children to him. It has been 
said that the group may serve asa mirror. Other children will 
respond directly to his behavior, perhaps with concern, per- 
haps by teasing, or again with disdain or dislike, or with 
appreciation and understanding. In a variety of ways chil- 
dren emphasize the characteristics of an individual child as 
they discern the qualities of his behavior or make-up. There 
are a number of observers of his behavior, each of whom has 
his own notion of what is acceptable or unusual. 
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Differences in a child’s behavior, especially if they are 
unpleasant or untoward, will easily attract attention, and as 
the group reacts to them, the child develops a clearer concep- 
tion of those aspects of his behavior. If he is fearful, he may 
be encouraged or consoled or, again, it may be sport to 
frighten him. If he is unfriendly, he will probably be spurned 
or taunted, but seldom will an active group fail to make it clear 
that hostility is not readily accepted. Such expressions of 
feelings toward a child tend to reach an accord in all or a part 
of the group and are presented with an insistence that com- 


mands attention. 


A boisterous ten-year-old boy, who was very immature and disorgan- 
ized in his behavior, would talk loudly at the table, recounting imagined 
adventures in which he was invariably the hero. He would become so 
excited that he would leave his chair and run about the table. At times 
he was almost oblivious of the import of his behavior and would become 
so absorbed in his excitement that he would carry out compulsive acts, 
among them open masturbation. The other children in the group adopted 
a friendly and amused attitude toward him. There was little criticism 
of his outlandish behavior and, interestingly, little attention was paid 
to his masturbation. A general attitude developed that he needed help 
with his exuberance. One of the group suggested a game in which they 
would all remain quiet to see how long he could go without speaking. As 
the central figure in the game, which was sympathetically conducted by 
the group, he became aware that his activity at the table was unique to a 
degree and in a manner that he had not previously realized. 


A more impelling influence of the group is the requirement 
or demand for change that is exerted upon individuals within 
it. The reaction of the group will tend to prohibit or to stop 
behavior that is unpleasant or inappropriate. Disapproval or 
actual retaliation may be forcibly expressed toward a child 
who takes articles that belong to others. Lying, bullying, 
boasting, poor manners, untidiness, and a host of other 
unpleasant forms of behavior will stir reactions in the group. 
These negative reactions have a real value, but they may stim- 
ulate negative reactions in the child who is their target, or they 
may be too completely inhibiting. The skillful intervention of 
the group worker is often needed to assist a child to utilize 
constructively the demand that the group makes upon him to 
stop or to alter an undesirable form of behavior. 

In contrast to this prohibiting or negative effect of the group 
is its positive influence in drawing out incipient tendencies 
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toward activities in which the child is not quite ready to risk 
participation. Children discern the cautious introductory 
comments or the timid actions with which a child attempts to 
embark on a new type of activity. The group requests, so to 
speak, the active participation of its members. A child who 
has not attempted a craft that the rest are undertaking may 
begin carefully to handle some of the materials, only to dis- 
cover that several children are telling him how to proceed. 
After he has begun an activity, the group may compel him to 
continue in spite of his attempt to find a way to stop. 
This was seen in a situation in which a rather self-conscious boy began 

to relate a story during a story-telling period. Realizing into what he 

had precipitated himself, he said that he had forgotten what happened 

next, only to be helped on by a number of suggestions. After several 

like failures, he tried to find a way out by ending the story quickly. He 

had not, however, accounted for the fortunes of all of his characters, and 

he found that he must continue further. In this way he eventually found 

that he had spun an involved tale. Shortly after this he was able to take 

his turn in the story-telling period. 


Such active encouragement ranges from sympathetic assist- 
ing or coaxing to the domineering and forceful exacting of 
activity from a child, but in any event, it leads to the discovery 


of new capacities. 

A similar positive réle has been ascribed to the support the 
group gives toward participation generally. The child tends 
to ‘‘lose himself’’ in the multiphasic activity that is a resultant 
of the numerous interests and interassociations among which 
he finds himself. That a child may respond more freely and 
with less self-consciousness in a setting in which he can 
develop also a clearer awareness of the nature of his emotional 
reactions, may seem paradoxical. Yet children have moments 
when they reflect and attempt to understand events in which 
they have been involved. There are occasions when they are 
arrested by an issue or a circumstance that obtrudes itself. 
At such times they are often intensely aware of what they are 
doing. The child, however, has an ability to participate whole- 
heartedly in group activity, so that he pays little immediate 
attention to the social import of what is happening. The 
group then becomes an enabling or facilitating medium. 

The group affords a child an ever-ready opportunity to try 
out new ways of reacting. Such testing out or experimenting 
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in the group may result from any of the motivating influences 
we have been discussing. 

The following is a note commenting on the activity of a rather ungainly 
adolescent : 

‘*For two rather grotesque and hilarious days, he was living a clumsy 
imitation of his hero, lunging around the house in what he took to be 
Tommy’s breezy manner. He pounded the table at meals, ate in a sloppy 
manner, and swore noisily in a sometimes perplexed manner. The humor 
of the situation was finally evident to him, and he stated with a grin, ‘I 
don’t sound quite like Tommy, do I?’ ’’ 

A group within an institution will be actuated according to 
the nature and purposes of the institution. In a resident 
psychiatric-treatment center there will be a good deal of inter- 
est in the behavior patterns of the child, and his activities in 
the group will frequently be germane to the developments in 
his psychotherapy. Specific attitudes toward conformity and 
personal liberties will obtrude in a correctional setting. Gen- 
eral attitudes in a training school will differ from those in a 
foster institution. It is within the design of the institutional 
organization, with its particular motivating factors, that the 
group experience will occur. 

I have indicated that the group offers a medium in which a 
child can learn about and become aware of the manner in 
which he handles himself in interpersonal and social relation- 
ships. Arriving at a clearer understanding of how one 
responds emotionally is therapeutic because such an under- 
standing provides an essential basis for effective behavior and 
a motivation for the seeking of more satisfactory reaction 
patterns. The group provides also stimulus for change in the 
individual’s patterns of reaction and a medium in which he 
can test out new ways of reacting. If the group medium is to 
be utilized fully in this manner, there must be skillful direc- 
tion and management. This will call for trained personnel. 
A discussion of technique in group work is beyond the scope 
of our topic. 

Providing an emotionally enriching or a therapeutically 
valuable experience for a -hild calls for additional requisites. 
The child is a maturing individual and he needs an opportunity 
to invest the emotional gains that can be achieved within the 
group in broader relationships which can be maintained and 
which are the basis of a developing organization of personal- 
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ity. Within the family unit, the child is provided naturally 
with a setting in which he can discover and establish reactive 
patterns. There is an emotional nurturing through the inter- 
change between parents and child. He is provided with a 
security that will continue, so that his immediate interests do 
not have to be directed toward an ultimate concern for his 
basic well-being. 

The need for such an enduring domestic association is recog- 
nized in current practice in foster placement. The child- 
guidance clinics have learned that parents must be actively 
included in the process if therapeutic work is to be most effec- 
tive and of lasting value. Accordingly, in an institutional 
program for children, significant and continuing domestic 
relationships for the child will provide the ingredients for 
emotional development that can become organized beyond the 
immediate motivation of the group setting. 

The advantages inherent in helping the parent to maintain 
a responsible attitude toward the child have not been gen- 
erally tested in institutional practice. The tendency has been 
for the institution to assume an almost complete domestic 
accounting for its children. Yet the child will be divorced 
from significant interpersonal associations unless the parent 
has an implemented réle in the institutional program. 

The parents’ active association with the child can be readily 
maintained when the duration of stay within the institution is 
brief. He can have a responsible part in planning the expe- 
rience with the child and arranging for the admission. He 
can visit at planned intervals and be helped to understand 
step by step the progress the child is achieving. Group living 
for the child then does not become isolated from his basic 
domestic associations. As changes occur in the child, and, 
indeed, also in the parents’ attitudes, they are assimilated 
within the framework of the family. 

The maintenance of a meaningful association between child 
and parent is more difficult when the child’s stay within the 
institution is permanent or for a prolonged period. When 
the parent does not provide financial support, it is probable 
that his child in the institutional program can exist and 
maintain himself independently. Parents do, however, 
frequently continue to be interested in the way in which the 
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child is adjusting and developing and would continue their 
interest if they were enabled to. This would call for personnel 
at the institution who could work with parents and for a 
coordinated interest in the child’s use of the group setting and 
the way in which he is growing and developing emotionally. 

The primary need of a child who does not have potentially 
responsible and interested parents is for the establishment 
of a continuing foster association. An institutional placement 
that will be of limited duration should be a complementary step 
to the provision of enduring domestic security for the child. 
If custody can be assured by a foster agency, the child is not 
fully dependent on the temporary association he finds within 
the institution. 

The circumstances that bring children under long-term or 
permanent care in institutions frequently include the fact that 
there are no parents or that the parents are not ready or able 
to assume active parental responsibility for the child. If the 
potentialities for emotional maturation of the child are to be 
fully realized, the need for the establishment of a continuing 
foster association for the child must be met within the institu- 
tional organization. This would mean that the institution 
would assume overall responsibility for the child until he 
reached maturity. This places an added responsibility upon 
the institutional program, but it would be offset by the greater 
opportunity for maturation in the child. 

Efforts to help a child grow and develop emotionally con- 
sist of definable technical procedures and of the provision of 
a framework of continuing personal relationships in which he 
can obtain emotional warmth and security. The skillful use 
of the group setting within an institution has been described 
here as a technical procedure which enables a child to enrich 
his interpersonal reactive tendencies. The utilization to the 
full of the potentialities that are thus awakened will be de- 
pendent on the broad organization of the institutional program 
so as to include the ingredients necessary for personality 
organization within the framework of continuing domestic 
relationships. 





A PSYCHIATRIC SOCIAL WORKER 
IN A HOME FOR BOYS AND GIRLS 


FLORENCE GARY STELLERN 
Psychiatric Social Worker, Boys’ and Girls’ Aid Society, Altadena, California 


N institutional job is a peculiarly strategic spot in which to 

see the effectiveness of a general mental-hygiene approach. 

I would like to present here some of my experiences as a psy- 

chiatric social worker in an institution for normal boys and 
girls—a relatively unexplored field. 

The agency, one that comes under the Community Chest, 
cares for 100 children from four to fourteen years old, who live 
there from several months to a few years. It is not a psychi- 
atrically oriented agency, but the superintendent has allowed 
me to develop the social-work program along general mental- 
hygiene lines. The home is an old one by Western standards, 
and through the years it has had different policies and stand- 
ards of performance. At present, there is one social worker 
whose job covers intake, contacts with parent and child during 
the latter’s residence, and plan for discharge. In addition, 
there are myriad responsibilities around the social worker’s 
relationship to various staff members, such as the house- 
mothers, the resident nurse, the pediatrician, and the two public 
schools that the children attend, to say nothing of various 
community contacts and administrative matters which the 
superintendent may share with her. 

Needless to say, one person cannot cover this range of ac- 
tivity adequately. When one thinks of all the things that 
could be done, one is appalled and left with a sense of futility 
and defeat. The constant question is how thin to spread one- 
self. I am continually jerking myself into line by focusing on 
two questions: ‘‘What can be accomplished?’’ and, ‘‘What 
needs to be done at this moment?’’ Sometimes these questions 
are merely academic because the presenting situation provides 
its own answer. 

Neither by experience nor by training did I know anything 
about institutions before I took this job. My professional 
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education had been gained at a time when foster homes were 
considered to be the only kind of ‘‘good’’ placement. I had 
visited some institutions, but was always glad that I did not 
work in them. I always left them feeling sorry for the children 
who had to be subjected to such concentrated group living. 

My previous experience, except for brief periods in family 
and child-placement agencies, had been in a child-guidance 
clinic, where the focus was on a small, fairly intensive case 
load. There we worked by appointment only, and there was no 
place for anything other than scheduled activities in the day’s 
program. Now, although I have appointments, they are 
subject to change without notice and, although the calendar 
may show only a few appointments on a given day, each day 
is filled with meaningful activity as long as one is on the 
premises. <A case load of 100 is frightening, but I have learned 
that, thanks to a constant shifting of gears, there are only a 
few children out of this number who are ‘‘active’’ at any given 
time. For several days, the afternoons may be filled with 
children coming into talk with me—some by regular appoint- 
ments and some not. Then a situation may arise in one of 
the cottages of such a nature that it is important for me to be 
there rather than in my office when the children come home 
from school. Or the crisis may be at school, and both principal 
and teacher want the social worker to come and sit in a class 
or to plan with them how they can handle a particular child. 

My contacts with the children have been the most important 
and the most satisfying part of the job. I am supposed to be 
available to any and all of the children. They have been told 
by the superintendent and by me that I am there to help them 
with whatever they bring and that I am not there as a disci- 
plinary agent. Although the superintendent has been very 
clear and adamant in this definition of the social-work job, 
and although it is something that I, too, have adhered to quite 
rigidly, housemothers occasionally send children to me for 
punishment and frequently use the threat of this with certain 
children. 

My work with a particular child may be helpful to him and 
make for his bettered adjustment, but it may entail many 
difficulties in my relation to the housemother. Although the 
housemothers may understand intellectually what the social 
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worker is doing, frequently her réle is not regarded with favor 
and, except in occasional instances, is considered a threat to 
them. 

As I work with individual children, I refer to local psychi- 
atric agencies those that seem to me to need intensive therapy. 
This, of course, presents other problems. The parents may 
not feel the need for such help or they may be living in an 
area that is not served by such an agency. 

Before a child comes into the home, I talk with him about 
coming to live with us and what this may mean to him. 
Together, we visit some of the cottages and meet the house- 
mother of the cottage that he would be in if he entered the 
home. Occasionally, I visit him in his own home. When he 
arrives, bag and baggage, the social worker is the person to 
whom he is related. I am the bridge between the known and 
the unknown. In proportion as he makes a good adjustment 
in the institution, I lose my importance to him. 

Most of the children come into my office at their own request. 
They may want to draw or model with clay. After a few 
days of this, they may not come in for a while or they may 
suddenly begin to talk about what is bothering them. Some 
come in on the basis of planned appointments, once a week or 
daily for a short while. Others come on a more casual basis. 
They want to know what goes on in my office or they may want 
a more specific thing, such as to tell me something that hap- 
pened at school. Needless to say, it is of paramount impor- 
tance that the social worker be sufficiently perceptive to 
realize the differing values she has for these children and 
their use of her. 

Eleven-year-old Helen was having trouble with arithmetic. 
She knew that I had talked with her teacher, who thought 
the difficulty was Helen’s daydreaming. Helen came into my 
office a few afternoons after school to complain about her poor 
grades. At about this time, Helen and another girl decided 
to run away and did get a few miles from the home. In 
talking with her about this later, I commented that something 
was certainly bothering her. This remark opened up the 
floodgates and from this point on she was able to talk very 
directly about her preoccupation with her mother. 

The mother had been in a state hospital, but was now home 
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with her relatives. Helen had not seen her for several years, 
but had been living with her at the time of her break and 
remembered many distressing episodes. The father had 
remarried, and he and the stepmother wanted Helen to forget 
her mother and all the difficulties around her illness. Although 
the father was willing to talk about this with me and to try to 
understand what meaning it had for Helen, he could not help 
her very much. He had his own problems in relation to his 
first wife. Furthermore, his second wife did not want to enter 
into this. He finally told Helen not to talk about her mother 
when she came home. To a surprising degree, Helen under- 
stands why her father had to say this. She knows she is free 
to talk about all of it to me. We are hoping before long to 
arrange (with her father’s consent) for Helen to visit her 
mother and her maternal relatives. 

As I saw him among the children on the campus, I became 
aware that something very serious was bothering nine-year- 
old Tom. I had seen him up to now as a happy, extraverted, 
and well-adjusted boy. In my encounters with him on the 
campus, he was cross and moody. Although the housemother 
had noticed nothing very different and things seemed all right 
at school, I was sure that there was trouble and suspected, 
from what I knew of his parents, that it was in relation to 
his mother. 

Pretty soon, he was wandering into my office, wanting to 
telephone to his mother. As he waited to talk with her, he 
kept drawing a figure of a man. As soon as one figure was 
drawn, he would jab it full of holes and start on another, 
Finally, when we were connected with his mother’s place of 
business, we were told that she wasn’t working that day, 
This brought forth irritation. If she wasn’t working, what 
was she doing? While I tried to reach her at her home, Tom 
started throwing balls of clay at the door, putting a good deal 
of vigor into this. When I said that it was handy to be able 
to let off steam with the clay, he again turned on me with the 
question, ‘‘What can she be doing?’’ 

As I knew the family situation pretty well, I replied some- 
thing to the effect, ‘‘It’s Chuck, isn’t it??? He stopped his 
wild throwing for a while and talked a bit about Chuck. He was 
always around. What did his mother see in him, anyway? 
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If she liked him, why didn’t she marry him? He hoped that 
wouldn’t happen because when Tom was around, all Chuck 
did was yell at him. As he felt freer, he talked more and with 
less hostility about his mother and her boy friend and his 
early memories of his father. He had hoped, when his mother 
took him from the home, to live with her and his little sister, 
but now Chuck seemed to be preoceupying his mother. 

Tom seemed to get a good deal of release from all of this. 
When he left the office, he wrote in my calendar the time when 
he would be back to telephone his mother and ‘‘to talk some 
more.’’ He came in for three successive days and each time 
wanted to talk about his mother as he worked with clay. When 
I was able to see his mother later, she, too, was concerned 
about this same problem of Tom versus Chuck. 

Another child, Jimmy, a boy of eight, got into the habit of 
running into my office after a fight with the kids. He had had 
terrific explosions with the housemother. As he told me about 
these, the phrase was always the same, ‘‘I throw my temper 
around.’’ Quite matter-of-factly he told me how he used to 
do this at home. As he mentioned his mother, he suddenly 
folded his hands on the desk and began to tell what a terrible 
life she had had. Jimmy’s stepfather had recently knifed 
her across the face. He had gone to jail, but the mother’s 
face was still cut up and she was ‘‘very embarrassed about 
her appearance.’’ Then followed a detailed account of the 
mother’s past men friends and how abusive they had been to 
her. In all of this, the only reference to himself was to tell how 
angry he would get at the man in question and how he was 
going to try and make it all up to her when he grew up. 

Actually, I am trying to get from local agencies more help 
for this boy than I can give, but meanwhile, he continues to 
come in to see me, sometimes by definite appointment and at 
other times, just dropping in. Sometimes he talks about his 
temper outbursts, but he never fails to mention the fact that 
he did or did not see his mother last week-end. 

I have referred to these three children in some detail because 
it is in the area of this kind of service in a non-psychiatric 
agency that one can do a tremendously important mental- 
hygiene job. Many of these children will never have the 
benefit of intensive psychiatric care and they may never 





SOCIAL WORKER IN A BOYS’ AND GIRLS’ HOME 453 


need it. But a little interpretation or help in expressing 
aggression or fear at the time and around a day-by-day living 
experience has considerable meaning and constructive value. 

Along with work with the children goes, of course, some 
work with parents. Most of these children are from broken 
homes and many of the parents are in the process of breaking 
up their home or of establishing another one with or without 
the child. Some of the attendant complexities of feeling have 
to be dealt with by the social worker. She is in a very crucial 
spot in this area of her relationship to the parents. With some 
of them, I am continuing to work with problems around the 
child’s placement, the break-up of the home, and so on. But 
family problems that need long-time and intensive help are 
referred to local family agencies. 

There is, of course, a good deal of work with parents around 
the concept of placement—the meaning this has for them as 
well as for the child. Many are able to express some of their 
ambivalence and conflicts; others do not want to enter into 
this. Another area of concern has to do with discharge—es- 
pecially if the child has outgrown the institution, and we 
want the parent to make a more adequate plan for him. 

I am at present working with one mother around her dif- 
ferences in feeling for her two sons. The older one has been 
quite a problem to her, but he is finding a good deal of security 
in the institution. The mother is very happy in the placement 
and in the boy’s increasing signs of growth. Meantime, the 
maternal grandfather has died and the mother is considering 
letting the younger son, eight years old, go to live with grand- 
mother to comfort her. This child, babied by all the family, 
has not been of as much concern to the mother. At the moment, 
she has a great need to give this child to the grandmother, 
but has some conflict over this as well as over her close tie 
to the older boy. 

In connection with the schools, the social worker’s job is 
that of a visiting teacher plus a parent surrogate. The two 
schools that our children use work closely with us on educa- 
tional, health, and social problems. Although our house- 
mothers visit the classrooms, I am there a great deal, interpret- 
ing child to teacher and teacher to housemother. In the eyes 
of the children, I am there in lieu of their mothers. 
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Another important part of this job, which I will only men- 
tion, is working with the pediatrician and the nurse in carry- 
ing out the medical recommendations. This involves the 
parents, many community resources, and much time. 

Working with the housemothers has been the most enlighten- 
ing experience to me. Intellectually, I knew that inherent in 
any institutional set-up would be a great amount of jealousy, 
tension, and so forth, but to work with this in the foreground 
is really something. Part of this is of course due to certain 
reality factors, such as the social worker’s not living at the 
institution, having shorter hours, and so on. A good deal 
of resentment seems to center around the fact that she 
does not discipline, but can be easy and accepting with the 
children. There is, too, the fear that the social worker will 
undermine the housemother with her own children. Un- 
doubtedly, the tension and insecurity have been more acute 
because the agency has been undergoing many major changes. 

To try to offset some of this, I have spent a good deal of 
time with the housemothers, interpreting a particular child’s 
behavior in terms of his experience before he came to the 
home. Some of the housemothers are very eager for this. 
When Peter wets the bed after a dry spell, his housemother 
wants to know what is happening to him. When Joan has a 
terrific temper outburst with the housemother, the house- 
mother is interested in the interpretation that the outburst 
was really directed at Joan’s mother, who does not want the 
child. As the social worker can interest the housemother in 
Joan and her need for a different kind of mother person, the 
housemother’s own tensions are released and she can be more 
accepting of Joan. The nine housemothers want very dif- 
ferent things of the social worker; each makes use of her in 
a very different capacity. 

Despite all these intramural tensions, some of the house- 
mothers want help from the social worker with their own 
problems of adjustment. While administratively it is im- 
portant to stay out of this area, and I keep limiting my func- 
tion to the children, it is a difficult tight rope to walk. Certain 
personal problems cannot be brushed aside. 

One housemother is in a good deal of a conflict between the 
strict ‘‘moralistic’? method with which she reared her own 
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family and the freer, more progressive methods that she sees 
rround her. When this housemother is aware that the conflict 
is entering into her relations with one of the children, she 
frequently wants to talk about it to the social worker. Another 
housemother is acutely aware of her own need to be needed 
by the children. She senses some of the dangers in this for 
the children in her cottage and gets a great deal of help from 
being able to talk about it to the social worker. 

These different facets of the job illustrate the contribution 
of many interrelated fields. The importance of a psychiatric 
point of view at such a crossroads seems paramount. The 
challenge inherent in such a situation is tremendous. 








COMMUNITY PARTICIPATION IN 
CLINIC DEVELOPMENT AS SEEN 
BY A BOARD MEMBER * 


PHYLLIS B. BATTIN 
Albany Child Guidance Center, Albany, New York 


| hy this hectic era, when we do not always have time to survey 

our progress, it is, I feei, a privilege to be asked to share 
with you the story of what has been achieved in our child- 
guidance center in Albany. 

Children, adults, and communities will progress when they 
are ready, but it sometimes happens that they have to be 
prodded into action. In Albany we have a typical American 
community. Back as far as 1929 there was some interest in 
mental health there, but as an organized effort, it died out. 
However, social-welfare services have grown since then, and 
with their fingers on the pulse of things, agencies have re- 
ported to our council of social agencies the developing need 
for guidance servic. «ur children. 

So pressing did tnis need become that, in 1945, Dr. James 
M. Cunningham, Director of the Bureau of Mental Hygiene, 
Connecticut State Department of Health, was invited to evalu- 
ate the situation professionally. A committee had been 
formed, primarily for fund-raising, and this was our first 
organized lay participation. No new agencies had been set 
up for some time in Albany, and the committee of busy, able, 
eminent citizens, utterly sincere in their purpose, was stymied 
by an approach that was obsolete, and went through a period 
of seeming inertia. This is understandable in view of the 
natural reluctance of every lay person to step into a field 
about which he knows very little. 

Nevertheless, if we pool our ignorance in the form of 
questions, and have some organizational know-how, we can 
build from the answers. Also, a large fund of knowledge and 
experience has already been built up professionally in the 
field of mental health—although the surface is admittedly 
only scratched—and our professionals are most willing to help 

* Presented at the New York State Welfare Conference, Mental Hygiene Section, 
New York City, November 29, 1950. 
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us learn, since community participation on a broader scale will 
follow. 

To return to Albany, because of the annual organized fund- 
raising efforts that go on in our community, like any other, 
there did not seem to be any specially favorable time at which 
to raise other monies, but in 1946 a letter was sent out to a 
limited number of people soliciting funds, with some success. 

In 1947 a tragedy took place that aroused community indig- 
nation, but the responsibility for which lay squarely in the 
hands of the community. These things happen all the time, 
everywhere. However, it helped our committee because service 
groups and citizens came forward with offers of assistance, 
and it was their questions and answers, and their help, that 
enabled the committee to raise $10,000 of the $20,000 needed 
to operate our child-guidance center for at least a demonstra- 
tion year. So in 1948 we incorporated. 

What were our objectives? We had been advised to have 
a part-time clinic, with a staff made up partly of professional 
personnel employed in existing institutions and, therefore, 
partly financed by them. It was found that this could not be 
done. Budgets had to be revised upwards; the objective was 
changed to that of a full-time community clinic; and then, 
when the $20,000 goal was not reached, we took stock again. 

It was the hard-earned, but so generously given money by 
service groups, such as nine parent-teacher organizations of 
our public schools, the Abigail groups, the American Associa- 
tion of University Women, the American Legion Auxiliaries, 
the American Women’s Voluntary Services, the Business and 
Professional Women, the Junior League of Albany, the League 
of Women Teachers, church guilds, the Council of Jewish 
Women, that made up the inspiring core of our $10,000, and 
we simply could not fail them. 

Where could the rest of the money be obtained? We asked 
this question wherever a constructive answer would be forth- 
coming, and the answers came. 

We found, first, that through the New York State Depart- 
ment of Mental Hygiene, federal funds had been made avail- 
able through the Mental Health Act for the provision and 
enlargement of mental-hygiene facilities in local communities. 

Secondly, through the New York State Department of 
Health, amendments to the Public Health Law had provided 
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increased state aid to city and county health departments, 
especially to city and county health centers. 

It was found that through the Social Welfare Department 
of New York State an 80 per cent reimbursement could be 
made for clinic services purchased by any county department 
of public welfare for children who are recipients of public 
assistance. 

It was further determined that it might be possible, through 
our state education department, to obtain state aid if the 
facilities were a regular part of a local education-department 
program for the examination and education of school children. 

And as a fifth source, we learned that through the New York 
State Youth Commission, 50 per cent of state aid might be 
available for a child-guidance clinic operated by a city or a 
county or a school district. Such operation would require the 
city council or the board of supervisors to pass a local law 
creating the clinic and providing the funds therefor. 

There were conditions attached to the funds from each of 
these sources. 

Finally, in the last resort we knew that we could appeal 
to some of the big foundations, and at one point we almost 
came to the last resort. But time was with us, and the 
machinery of the Mental Health Act was in process. The 
Department of Mental Hygiene of New York State was willing 
to go along with us, providing we reverted to a revised form 
of our original plan and had the clinic operated under the 
supervision of the Albany Medical College, with the lay board 
acting as the liaison and fund-raising group. 

We took stock of the situation again, and agreed to com- 
promise, because we found that we could now serve our 
original purpose and also render a training service in a 
broader sense. 

We have weathered the fires of creation, for the Albany 
Child Guidance Center has now operated for a demonstration 
year. We function on a five-day week, as a diagnostic and 
treatment center, with a minimum team, and charge fees 
according to the ability of the patient to pay. 

The progressive Albany Community Chest has entered our 
financial picture. Our clinic is now a member agency of the 
council of social agencies, and I am glad to say that the New 
York State Department of Mental Hygiene still considers that 
our work justifies their help. 
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A pattern has been described to you, but let us now examine 
its detail a little, so that you can visualize its adaptation else- 
where. 

In the early evaluation of the need, there were some facts 
of public record, such as that a community of from 100,000 
to 150,000 population can use a full-time child-guidance center. 
Another measuring stick that may be employed is the fact that 
the nationally recognized, conservative estimate of the inci- 
dence of serious problems in the school population is 3 per 
cent. So it is simply a matter of finding out the school popu- 
lation and using some simple arithmetic to establish the 
potential need. 

Then you start asking questions. What kind of center do 
you want? A separate, new agency, or an addition to some 
existing institution? 

You find that a minimum team of one pediatric or child 
psychiatrist, one clinical psychologist, one psychiatric social 
worker, and one clerical worker can service about 200 new 
cases a year, so you get a picture of the kind of team you may 
eventually need. 

As an inquiring citizen, you ask about standards, since you 
want the best for your community. Staff and operational 
standards are also a matter of recorded experience, but the 
problem arises that there are not enough properly trained 
psychiatrists and psychiatric social workers to meet the 
needs. If you evaluate your assets and present them in the 
best light, your staff may come because of some particular 
aspect of your planning. 

In the meantime, you have explored the matter of housing, 
too. All this has to be rather tentative because obviously your 
director is going to have ideas on the subject of operational 
budgets, the desirable team, the scope of the center’s work, the 
kind of equipment, and the location and housing. 

Where do you find out about these things? We found out 
about them from our local and state education departments 
which provided school statistics ; from the State Charities Aid 
Association and The National Committee for Mental Hygiene, 
which gave us material on personnel and operational stand- 
ards, equipment, and guidance in the wording of our constitu- 
tion. 
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The Department of Mental Hygiene of New York State also 
has standards for personnel and operation. The National Com- 
mittee for Mental Hygiene sent us lists of available staff and 
salary ranges, and we put out our own lines, too. An interested 
member of the state department of parole furnished the 
figures on percentage of incidence. An interested member of 
the department of social welfare summarized financial possi- 
bilities for us. The national office of a service organization 
gave us possible sources for other funds outside the com- 
munity. 

We did not get exactly the clinic we were looking for, but 
we learned to compromise in the best interests of our com- 
munity. We also know now that our original aim that the full 
burden of support should shift to its rightful place in the com- 
munity will come to pass in due course. 

At a very stimulating meeting of the Upstate Committee 
of the Committee on Mental Health of the State Charities Aid 
Association at Cooperstown recently, which I was fortunate 
enough to attend as the committee representative from Albany 
County, it was reassuring to learn that other groups had the 
same problems as ours. 

However, I was also amused to find that my necessarily 
extremely brief presentation of the background of our center 
conveyed the idea that the establishment of our center was 
really a very easily cultivated bed of roses. Now my under- 
standing about roses is that you need a clay soil, so cultiva- 
tion is hard; also, the stem is definitely thorny, though you 
may get a beautiful rose on the end. So while I agree with my 
Cooperstown friends that we do have a rather nice rose, the 
soil was definitely heavy and the growth, thorny. 

While, in Albany, we were typical citizens at the outset, 
we learned by doing, as every one can. 

Above all, we have learned that we are uow only at the 
beginning of the road, because we have a continuing responsi- 
bility to support our clinic, and a parallel responsibility for the 
education of our community in order to enhance the work of 
the clinic. Our lay board has changed its name to the Albany 
Mental Health Association, and we now have a membership 
and are planning to embark on an educational program in our 
community, for we know that it has progressed and wants to 
learn. 
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We are deeply indebted to the State Charities Aid Associa- 
tion for the wonderful moral support and active cooperation 
they gave us, and to the New York State Department of Mental 
Hygiene and the friends we have made there, not only for their 
professional, but for their personal interest, their unfailing 
courtesy, and their tangible support when the time was ripe. 

It is really as a very small part payment of a debt we are 
most happy to owe that I am here to-day to assure other com- 
munities that they can do the same. 

What we have learned from our experience might be summed 
up briefly in the following points: 

1. The need is pointed up by the professionals in the field 
of social work, through the local council of social agencies or 
some similar body. Needs show up right along in homes, 
schools, children’s court, and churches, but the true picture 
depends on the professionals. 

2. The sponsoring group should know the right questions to 
ask, and then should insist on complete answers. 

3. Realistic goals must be set, however tough they may seem. 

4. Compromises have to be made on the ‘‘how’’ and the 
‘¢where,’’ but not on the standards decided upon. 

5. The sponsoring group must be positive in their approach, 
and not countenance defeat in any quarter. Side issues inevi- 
tably come up, and they have to be taken into account, but they 
can be soft pedaled. 








WILLIAM LOGIE RUSSELL 


Dr. William Logie Russell was born at Chatham Head, 
New Brunswick, July 27, 1863. He died in Los Angeles, Cali- 
fornia, March 31, 1951. 

Dr. Russell was graduated in medicine from New York 
University in 1885 and shortly afterward entered our field 
by becoming an assistant physician in the New Jersey State 
Hospital at Morris Plains. After a few months he went into 
private practice. 

In 1897, the president of the New York State Commission 
in Lunacy, Dr. Carlos MacDonald, persuaded Dr. Russell to 
become first assistant physician at Willard State Hospital. 
There he remained six years. The state service had grown so 
extensive that the president of the commission could no longer 
carry out the demands of state law regarding visitation, and 
the position of medical inspector was set up in 1903. Dr. 
Russell was the first incumbent and thus obtained an intimate 
acquaintance with the activities of all the New York state 
hospitals. His inspections were long remembered as careful, 
deliberate, and thorough, setting a standard that was never 
surpassed. 

In 1910, Dr. Russell became superintendent of the Long 
Island State Hospital in Flatbush. He remained there only 
until 1911, but during that time reorganized several activities 
to the benefit both of patients and of employees. He was then 
called to become medical director at Bloomingdale Hospital, 
the mental institution maintained by the Society of the New 
York Hospital. In this old institution, well protected financi- 
ally, so that it could embark on promising, but undeveloped 
therapeutic activities, Dr. Russell made a notable contribution 
to methods of treatment. Physiotherapy, physical education, 
and occupational therapy found early and impressive support 
and development in his hands. 

Dr. Russell was elected a member of The National Com- 
mittee for Mental Hygiene January 28, 1911, during his year 
on Long Island. The very next year he was chairman of a 
subcommittee on Survey and Improvement of Conditions 
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among the Insane. He reported plans for such surveys and 
for publishing a summary of mental-hygiene laws. He an- 
nounced the appointment of Dr. Thomas W. Salmon, with 
whom he had become acquainted at Willard, as medical di- 
rector of the National Committee. Dr. Russell himself was 
appointed to the executive committee. The chairman of that 
body reported that most of the work of the National Committee 
fell into the province of Dr. Russell’s special group. 

The minutes of the executive committee contain many evi- 
dences of Dr. Russell’s thoughtful analysis and planning. He 
became chairman of the executive committee before its activi- 
ties were taken over by the board of directors in 1917, and on 
that board he served until retirement, for some years as an 
elected member and then ex officio from 1928, when he became 
a vice president. 

Wherever Dr. Russell lived, his influence extended beyond 
the confines of his post. In 1925, he was interested in a survey 
of mental-hygiene facilities in Westchester County. He took 
time to be president of the county medical society, for which 
he developed advanced policy. He participated effectively 
in the development and financing of the Salmon Memorial, 
and his influence prevailed regarding the location of the 
lectureship fund in the New York Academy of Medicine. He 
was an influential member of the State Charities Aid Associa- 
tion. Even before stepping out of his hospital position to 
become general psychiatric director for the Board of Gover- 
nors of the Society of the New York Hospital, he was laying 
plans for the development of the Payne Whitney Psychiatric 
Clinic, and for several years he labored over problems of 
construction, organization, and administration of that impor- 
tant teaching institution. 

Dr. Russell took seriously all the responsibilities that he 
accepted and expected his subordinates, from top to bottom 
of his organization, to do likewise. On his hospital staff, 
therefore, he assembled a group of competent and talented 
persons in many fields. He influenced greatly the professional 
lives of younger physicians who learned from him not only 
the formal phases of psychiatry, but also a very deep respect 
for the individual patient as well as for associates in the field. 

His part in formulating hospital standards for the American 
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Psychiatric Association, and his leadership in expanding the 
executive staff of that organization, need not be dwelt upon 
here. Because of his prominence in the leadership of that 
organization as well as of the National Committee, he was able 
to advance professional standards in the Committee, and to 
secure a sympathetic appreciation of its work by hospital 
physicians. 

While sympathetic with officials who were trying to win 
what was right for their patients, he was boldly critical of 
men of low ideals. Less than three years after graduation 
from medical school, he wrote to the American Journal of 
Insanity a letter showing the same careful presentation of 
facts, the same clear and attractive diction that characterized 
all his later communications. The State Asylum at Morris 
Plains, New Jersey, where he had been an assistant, had been 
wretchedly handled by a blundering board of managers, and 
Dr. Russell presented the grim facts with convincing clarity. 

During the years of the Hospital Survey from 1936 on, 
he read carefully every report submitted and made most help- 
ful comments, especially for strengthening the recommenda- 
tions. 

Dr. Russell outlived most of his contemporaries and missed 
them. He enjoyed the achievements of sons and grandchildren, 
and to the end maintained his zest in the cause of mental 
health. 


Samvue.t W. Hamitton 





MARGARET CAREY MADEIRA 


Margaret Carey Madeira (Mrs. Percy C. Madeira, Jr.) died 
at her home in Haverford, Pennsylvania, on May 3, 1951. 
Death came suddenly as she was preparing for a trip to 
Chicago on behalf of The National Association for Mental 
Health. As might have been expected by those who knew her, 
Mrs. Madeira was engaged to the last in her unceasing efforts 
for the cause of mental health. 

The loss of Mrs. Madeira to the Board of Directors of The 
National Association for Mental Health is a tragic one. Her 
selfless devotion, tremendous energy, wide experience, and 
unusual grasp of the mental-health field will be impossible to 
replace. Much of her experience was in Pennsylvania, where 
for more than twenty-five years she worked actively for the 
improved cure of the mentally ill, first in the state department 
of welfare and later as a director of the Pennsylvania Citizens 
Association for Health and Welfare. 

Karly in 1948, Mrs. Madeira became Chairman of the Board 
of The National Mental Health Foundation. That organiza- 
tion was then just two years old and passing through a critical 
stage in its development. Her acceptance of responsibility 
was unquestionably a turning point in the history of the 
foundation. The time and attention that she devoted to 
matters of program, organization, and financial support were 
far beyond what any organization might reasonably expect 
even from its most devoted volunteer. 

Mrs. Madeira felt an intense loyalty to The National Mental 
Health Foundation and had every reason to be proud of what 
had been acomplished under her leadership. Nevertheless, 
she was among the first to recognize the need for the consoli- 
dation that brought The National Mental Health Foundation, 
The National Committee for Mental Hygiene, and the Psy- 
chiatric Foundation together into one united organization— 
The National Association for Mental Health. She labored 
long at great personal expense to do her part in planning for 
the consolidation and for its subsequent success. 

Mrs. Madeira represented in her life the highest type of 
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citizen, asking nothing for herself, giving completely of all she 
had, and challenging every one with whom she came in touch 
to greater service for those in need. She was impatient with 
delay, intolerant of social callousness, yet charming and win- 
ning in her ways, always demanding more of herself than she 
did of others. 


Ricuarp C. Hunter. 
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NatTuRE AND HuMAN NaturE—MAn’s New ImaceE or HimseuF. By 
Lawrence K. Frank. New Brunswick, New Jersey: Rutgers Uni- 
versity Press, 1951. 175 p. 


Some people to-day want the mental hygienist to be mindful of the 
non-human or superhuman sanctions that they themselves deem 
essential. Others think that there is no need to invoke such entities 
in order to interpret nature and human nature and to raise men’s 
potentialities to the utmost. Among the latter is the author of the 
present volume, who is also the author of Society as the Patient and 
Projective Methods, a sharer in the 1947 Lasker Award of The National 
Committee for Mental Hygiene, former Director of the Caroline 
Zachry Institute of Human Development, and now one of the leaders 
of the New York Society for Ethical Culture. 

Mr. Frank holds that time has brought us new ways of thinking 
about man and the universe, and that a better grasp of these con- 
ceptions will do much to help us rebuild our culture and reconstruct 
our social order within a world community. When he says, ‘‘new 


interpretations,’’ he does not confine himself to the results of scientific 


studies and clinical records; he includes the insights of artists and 
others who, ‘‘released from the coercion of traditions, are creating 
new patterns of thinking, new practices for working, new relationships 
for living, new images of man”’ (p. 8). 

Frank’s approach is naturalistic : 


‘*Until recently we have conceived of man as outside of nature, separate 
and distinct from the geographical environment and also from culture 
and social order. Having so conceived of man and endowed him with 
special power and unnatural capacities, we have set him off against nature 
and society. To-day we are developing an ecological approach, beginning 
to understand man in his environment, not only of nature in and from 
which he evolved, but of culture and social life which he has created 
for human living. Through transactions with nature, man has developed 
what is essentially human, but which historically has been regarded as 
superhuman and supernatural’’ (p. 10). 


‘*We humans like to think of ourselves as the most important of all 
organisms, as the stars in the play, with the geographical environment and 
all the plants and animals therein as scenery and props for our human 
drama, if and when we do think of them. But this self-centered view... , 
while often comforting, is both misleading and obstructive. 
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‘«We should try to think of ourselves as one of many organisms on this 
vast stage of nature, where we must recognize that we play only one part 
in this ongoing drama. ... Usually we are a disturbing, often a destruc- 
tive, agency; but like other organisms, we are involved in the complicated 
interrelationships; and we actively participate in and help to maintain 
the totality we call nature. Indeed, we should think of ourselves as 
being used by other organisms and natural processes, one of the many 
configurations of energy that make up the totality of existence, partaking 
in and being carried along by these larger equilibrating and compensation 
processes of nature’’ (pp. 15-16). 


The organism, it is important to remember, is more than a tenant 
in a large room. The room or environment is itself changed by the 
fact that different organisms in that environment show a selective 
awareness and respond to and use the other organisms and processes 
living or operating around them. All is activity, the continuous 
process of energy interchange and transformation. Unlike earlier 
scientific interpretations, this one gives more ground for feeling ‘‘secure 
and at home in an orderly world where there is purposive activity and 
where there can be goals and values’”’ (p. 44). Instead of being at the 
mercy of this or that unalterable ‘‘cause,’’ man can now feel himself 
a living and effective member in a universe where striving toward the 
long-deferred goals of a democratic society is at least an inherent, not 
merely a wishful, possibility. 

‘*If we took a visitor from a far-off land, with no machines, and 
showed him our vast network of railways, with trains running on scheduled 
time, along fixed tracks, with regular stops and stations and al! the 
elaborate apparatus of signals and train orders, of fast trains passing 
slow trains on sidings, and so on, he would probably consider this large, 
complicated, and systematically operating arrangement to be a part of 
nature, run by invisible, but potent forces, according to fixed immutable 
laws. 

‘*Since we know how the railroads were developed and gradually were 
extended and elaborated, we look upon them as man-made machines and 
man-created and operated organization. But since we do not know how 
our social order started and we now find it operating in some mysterious 
way we cannot understand, we are inclined to follow the traditional 
belief that it originated from a supernatural source or came from 
nature’’ (p. 121). 


Seeing man as thus within nature, we also recognize, says Frank, 
that of all the expressions of nature, he is the most plastic and flexible, 
at the same time that his conduct shows its own recurrences and 
stabilities. The plasticity gives us one of our greatest chances. Where 
some people would use the flexibility of a child in order to make it 
repeat the behaviors of its parents, wiser persons want the child to do 
much better than reénact their own follies and prejudices. 

Further ground for hope lies in the fact that to-day people are 
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aware of living in an environment, both geographic and cultural, of 
great richness. They need no longer fear famine, flood, disease, and 
hence need no longer placate the gods once deemed to be authors of 
these woes. Their cultural world—including ways of earning a living, 
or of conducting their political life, of starting or preventing wars— 
is no more an environment in which all power is lodged outside the 
individual in a mighty monarch. Quite as people transform their 
geographic environment in the process of using it for their own ends, 
so in our modern world at its freest, individuals and the groups that 
they create exercise the power once thought to lie wholly beyond them 
in another sphere of being: 


‘¢Just as each culture is one of the many possible ways of conceiving 
the universe and man, one of the many potential patterns for organizing 
human experience, so eack personality may be regarded as one of the 
almost unlimited ways in which each human organism can take over the 
traditional ideas and patterns of his group and translate them into a 
unique constellation, a wholly individualized personality. 

‘¢Thus the conception of a ‘private world’ and of a life space is but an 
extension of this process, operating all through nature, of selective aware- 
ness and utilization of the environment, which has produced the different 
complexes of energy we find in the various crystals, in plant and animal 
and in-between forms, and most recently, has appeared in that most 
plastic expression of nature, the human organism and the human 
personality’’ (p. 129). 


On what motivations may we draw? Frank says: 


‘“We have as guides the belief in the value and worth of the individual 
and the aspiration toward the dignity of man. To these we can add the 
growing understanding of and ever more penetrating insights into human 
nature and personality, giving us a clearer realization of the rdle of 
emotions and feelings, of how they are frequently warped and twisted 
and disturbed by our cultural traditions and customary ways of rearing 
children. To-day we can and must give up the traditional attitudes of 
regarding man’s emotions as the source of evil, of sinfulness and disorder, 
and begin to recognize that man must always be guided by his feelings 
which, however, as cultural history shows, can be focused and redirected 
into new patterns’’ (p. 106). 


‘*No longer need he assume that he is by nature ineapable of develop- 
ing a way of life that will have meaning and significance in human terms. 

‘*Man is building a new image of the self that reflects the new knowl- 
edge and understanding of nature and these new insights into human 
nature. They give promise of help in achieving the aspirations and 
values he has long cherished, but has been unable to attain, largely 
because he could not believe in himself and in his children’’ (p. 144). 


If all this sounds abstract, we are bidden to remember that highly 
specific agencies for applying these leadings are at hand, like better 
schooling, clinical psychology, civic reforms. Art is another help. 
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Since we see and hear only what we have learned to see and hear, we 
can enlist the services of workers in this field ‘‘where every creative 
picture or sculpture discloses new dimensions, new forms, new shapes, 
new relationships which we had not previously observed. 
‘«Thereafter we begin to see the new wherever we look although before 

we had never been aware of it... . / All this is explicable when we realize 

that it is we who create the cultural world, in which we as human personali- 

ties live, by our perception-conception, by our selective awareness, our 

inferences and expectations which we have developed from our child- 

hood experiences’’ (p. 141). 


To this naturalist view, those who still think that the best motivating 
force for redirecting man’s energies is to be found in the traditional 
religions are hardly likely to be converted in great numbers by a 
book like this, or by Eric Fromm’s Man for Himself. But many church- 
goers have long dropped the doctrine of original sin against which 
Frank pleads. These, as well as thinkers with other philosophies, will 
share with him, however, the trust that human nature, while not 
angelic, is nevertheless not hopelessly bad, but plastic and in need of 
all those better influences which both modern and old knowledge can 
bring to bear. 

Henry NEUMANN. 

Brooklyn Society for 

Ethical Culture. 


PsYcHOSOMATIC MEDICINE, ITs PRINCIPLES AND APPLICATIONS. By Franz 
Alexander, M.D. New York: W. W. Norton and Company, 1950. 
293 p. 


In this book, Dr. Alexander has given us much of his thinking and 
the results of his clinical experience in the field of psychosomatic medi- 
eine. Since he is both a pioneer in the field and one who has continued 
to observe and test his observations in close collaboration with his 
colleagues over the years, he is in a position to give an unusually fruit- 
ful summary of his subject. 

The first eighty pages are given over to a presentation of general 
principles, in which the réle both of psychiatry and of psychoanalysis 
upon the development of medicine are summarized. This is a task 
that the author always handles in clear and scholarly fashion. In this 
section he also discusses methodology and the specificity of emotional 
factors in somatie disturbances, personality and body types, and 
nervous and hormonal mechanisms. On the much debated subject of 
specificity, he says: 

“The controversy concerning the specificity of the psychodynamic fac- 
tors operative in vegetative disturbances is obscured by the fact that 
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the significant psychological influences, such as anxiety, repressed hostile 
and erotic impulses, frustration or dependent cravings, inferiority and 
guilt feelings, are present in all these disorders. It is not the presence 
of any one or more of these psychological factors that is specific, but the 
presence of the dynamic configuration in which théy appear.” 


He then goes on to cite the work of those who have made contribu- 
tions to the réle played by the autonomic nervous system and the duct- 
less glands and their complex interaction. He closes this section as 
follows: 


“In spite of these secondary complications, the above proposed differ- 
entiation between the two types of basic responses remains valid: (1) the 
organism either prepares to meet the stress situation by the mobilization 
of all its resources which involves a vegetative preparation through the 
activation of the sympathico-medullo-pituitary-adrenal systems; or (2) 
the organism may retreat from the stress situation by seeking aid from 
others or by a kind of paralysis of its self-assertive efforts which involve 
the stimulation of physiological functions regulated by the parasym- 
pathetic nervous system. Both responses indicate a disturbance of the 
autonomic balance provoking counter-regulatory mechanisms which may 
mask the original disturbance. Psychodynamic studies alone can estab- 
lish the nature of the initial disturbance and account primarily for the 
differences by which various individuals respond to the challenges of life. 
Essentially, this represents the concept of specificity.” 


In Part II Dr. Alexander takes up the emotional factors in various 
diseases, including those of the gastrointestinal, respiratory, and cardio- 
vascular systems, and of the skin, metabolic and endocrine disorders, 
and diseases of joint and skeletal muscles. With all these he has had 
a most extensive experience, and his case material and discussion of 
the interrelationship of emotions and underlying physiology make for 
well-integrated clinical studies and are most valuable reading. 

Dr. Therese Benedek contributes the chapter, The Functions of the 
Sexual Apparatus and Their Disturbances, which is up to the high 
standard of the rest of the book. 

The last chapter is on therapy. Since it consists of only eight pages, 
it goes without saying that only certain therapeutic principles are 
taken up and that the reader interested in therapy should consult other 
texts. In this chapter the author discusses such subjects as therapeutic 
teamwork between psychiatrist and internist, the phenomena of in- 
creased tension during certain stages of therapy, the ego weakness in 
certain conditions such as ulcerative colitis, secondary gain, and so on. 
There is an extensive bibliography as well as a name and subject index. 

This book should be very helpful to the internist and the specialist 
in every field who has an interest in the personality of his patient. 
It is an excellent book for general practitioners, residents, and in- 
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ternes. Lastly, no matter how much the psychiatrist has read on the 
subject of psychosomatic medicine, he will find an enriching refresher 
course in this book by a psychoanalyst who writes with such clarity 
and interest on the complex subject of psychosomatic illness. 
O. SpurcEon ENGLISH. 
Temple University Hospital, Philadelphia. 


MATHEMATICAL BroLoey oF SociiL Benavior. By Nicolas Rashevsky. 
Chicago: University of Chicago Press, 1951. 256 p. 


The nature of man and of human society are not beyond the compre- 
hension of twentieth-century science. Such is the note that N. Rashev- 
sky sounds in his new book, Mathematical Biology of Social Behavior. 
Rashevsky is not, however, using the printed page to stage a dispute 
with those theologians and prophets of despair who foresee the 
doom of the race unless man forsakes his reliance upon human knowl- 
edge. Rather, he states the method by which he believes that the 
mathematics of the central nervous system can be expanded to describe 
the behavior of societies. 

For the general reader, the equations of Rashevsky are not so 
important as is the fact that he uses them. Joining the ranks of 8. 
Dodd, H. D. Landahl, L. L. Thurstone, and other biophysicists, 
sociologists, and psychologists, Rashevsky is helping to fill in the gaps 
in the comprehensive philosophies of history and society laid down by 
such men as Petirim Sorokin and Arnold Toynbee. This author’s 
role is to lay out algebraic formulas and to manipulate matrices, 
differential equations, and probabilities in a vigorous attempt to derive 
the broad outline of a social science that can predict wars, peace, 
revolutions, and the behavior of cultural groups. The number of 
actual predictions are limited, but this is because the measurements 
of social data have not yet been made. Rashevsky’s book as much as 
says, Here is the mathematical machine that can use data which we 
know that we can measure. Let’s begin measuring and putting the 
data in our machine, so that we can prove that the machine can do 
the job. Physical science, he adds, can perform experiments immedi- 
ately to verify its formulas. Events in human society are more like 
astronomical events. We have to wait until they occur and either 
prove or disprove our methods. 

Rashevsky’s starting point is his earlier book, Mathematical Bio- 
physics, in which he presents a mathematical theory of the nervous 
system. In fact, the first page of his new book carries a sketch of a 
neuron. His first mathematical premise is that the rate of the dying 
down of a nervous circuit formed by neurons is proportional to the 
number of neurons that have been excited. This is one of those 
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mathematical summarizations in some respects comparable to Newton’s 
that the force exerted by a moving body is proportional to its mass. 
Upon Newton’s hypothesis modern man has erected mathematical 
physics. Upon Rashevsky’s hypothesis, the author hopes that man 
will erect a science of human behavior. 

Upon this hypothesis, the author builds a structure of probability. 
Chance describes the likelihood of occurrence of the behavior that can 
be described for the individual. He freely jumps about from 
philosophies of imitation, hedonism, and egotism vs. altruism as the 
assumptions upon which the measures of individuals and social groups 
are made, for no one assumption is adequate. Each has its place. 

Here is one example of Rashevsky’s social analysis. With a series 
of mathematical deductions, he shows that the increasing density of 
population implies a reduction of the ratio of acceptable alternative 
behaviors to the total possible per unit of time. Consequently, for a 
social group with a certain number of wants, there is a maximum 
density at which these wants can be met by people acting as indi- 
viduals. Beyond this maximum some form of collective society will be 
resorted to by people, because collective society can produce more 
per person than can the individualist. The italics show mathe- 
matical measures. Production of automobiles without collectivism 
would be inconceivable. Hence there is no question of inferiority or 
superiority, or of moral judgment of any sort, involved in the present 
conflict of various types of social organization. The type in use is a 
function of unsatisfied needs, geographical area, population density, 
and other variables. 

Rashevsky is professor of mathematical biology and Chairman of 
the Committee on Mathematical Biology at the University of Chicago. 
Throughout his book he readily admits the incompleteness and im- 
perfections of his work, and reiterates those hypotheses which need to 
be proved or disproved by measurement. These are problems for the 
mathematical social scientist. 

For the general American public, the book is significant of the 
times. Most people won’t want to read it any more than they would 
want to read Einstein’s General Theory of Relativity (which, of 
course, has more evidence to demonstrate its validity). But the public 
does try to understand in some manner what it is that Einstein has 
done that has so greatly changed our way of life. Similarly they will 
want to try to understand what the biophysicists and social scientists 
and mathematicians are doing in the last half of the twentieth century 
that may help mankind to a little more tolerance for, if not a little 
more control over, his own fate. 

Lewis BaLpwin. 

The National Association for 

Mental Health. 
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Rirvat in Famity Living: A ConTEMpPorARY Stupy. By James 
H. S. Bossard and Eleanor 8. Boll. Philadelphia: University 
of Pennsylvania Press, 1950. 228 p. 


A number of years ago, Professor Bossard began a series of studies 
on the organization of the family, resulting in publications on such 
topics as family table talk; family modes of expression; and the rdle 
of guests, servants, and domestic animals in family life. Professor 
Bossard’s principal concern in these studies has been the discovery of 
factors that make for family solidarity. In the book under review, he 
and his collaborator, Mrs. Boll, carry forward this special interest in 
family organization and its relation to family solidarity, with special 
reference to the réle of ‘‘ritual’’ in family life. 

By ‘‘ritual’’ the authors mean (a) traditional rites, like those asso- 
ciated with Christmas, Thanksgiving, and Easter; and (b) practices 
developed by individual families that have many of the characteristics 
of the traditional rites, in that they become habitual or repetitive, 
formal, prescribed, and are regarded as right and desirable. Examples 
of the latter are family practices associated with gift-giving and leave- 
taking. There may be some question as to whether ‘‘ritual’’ is always 
the right term to employ in describing such practices, many of which 
appear to be merely habitual family activities, like the division of 
labor in dishwashing. Ritual would appear ordinarily to have a 
symbolic element, in contrast to behavior that carries its own meaning. 
Thus we refer to the rituals of the medicine man and the procedures 
of the doctor. This is a problem of definition of terms of which the 
authors are aware. 

The data on which this study is based are case histories of more 
than 400 families, obtained from published autobiographies, university 
students, residents surrounding a social settlement, residents of a 
middle-class suburban area, members of the Junior League, and a 
number of unselected adults who agreed to participate in the study. 
These data make possible a series of chapters on family ritual as 
revealed in autobiographies; rituals of families of university students ; 
trends in family rituals from 1880 to 1946; class differences in family 
rituals; family ritual and the family cycle; and family ritual in 
three generations of a single family. 

The principal thesis of the book is that family ritual is the hard 
core of family culture and may be used as an index of family inte- 
gration. A family with much ritual would be a highly integrated 
family, one with little ritual a loosely integrated family. What, 
however, is the definition of integration? By the term, the authors 
seem to mean not only a high degree of organization, the doing of 
many things together, but the absence of discord. This leads the 
authors to look with favor upon ritual in family life and to slight its 
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possible negative effects. The press’ recently carried a story of an 
ex-convict who told police that he specialized in church burglaries 
because he had resented church people since childhood when his foster 
parents made him go to church twice on Sunday under threat of a 
flogging. This might be called, in the language of the present volume, 
a ‘‘church-going ritual.’’ 

The authors recognize the existence of displeasing rituals, but tend 
to play them down. They succeed in showing, however, the important 
role that rituals and ritual-like behavior play in family life. These 
oft-recurring activities are the ones we tend to remember; they tend 
to mean family life to us. Because of their regularity and standardi- 
zation and emotional content, they dramatize family life. If our 
goal is to integrate the family in a positive way, we can attain our 
objective by establishing ritual-like practices that satisfy. The authors 
have done a real service in pointing out this possibility and in giving 
us a systematic analysis of such practices. 

Here, then, is a pioneer study of a highly important aspect of the 
family. 

M. F. NrMKorr. 

The Florida State University, 

Tallahassee. 


Berore You Marry. By Sylvanus M. Duvall. New York: Association 


Press, 1949. 171 p. 


Man has never lived alone. He has always lived in relationship 
with other men. One of the most intimate and complex relationships 
is the marital one. Young men and women to-day are entering 
marriage with inadequate preparation and finding it extremely diffi- 
cult to achieve the happiness and security that can be obtained in 
this relationship. In ever-increasing numbers, they are bringing 
their problems to counselors or counseling services. These problems 
include personality maladjustments, problems of the relationship 
itself, and environment problems. Many of the maladjustments in 
marriage indicate a poor choice of partner; treatment, therefore, can 
be only a patching-up of a relationship that should never have begun. 

To counteract the emphasis, in the movies, the radio, and other 
media, on the boy-girl formula, with its fairy-tale ending, Before 
You Marry is an excellent answer. One hundred and one questions 
are brought together by the author from those asked by men and 
women who consulted him. These questions are considered under the 
following headings: Love and Successful Marriage; Your Readiness 
for Marriage; How Suitable Are You to Each Other?; Family and 


1 Florida Times-Union, May 22, 1951. p. 1. 
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Family Relationships; Previewing Money Matters; About This Mat- 
ter of Sex; What Character Traits are Essential? ; How about Person- 
ality? ; and Mental Health and Handling Crises. 

The answers are practical, revealing the author’s intensive knowl- 
edge of human development and human behavior and translated into 
language that the average person can fully understand. They also 
give evidence of Dr. Duvall’s understanding of the manifold influ- 
ences that enter into a relationship, all of which are given their proper 
emphasis. His answers are also very realistic. They treat these 
problems as they appear to-day, when there are so many changes in 
the réles of men and women. Interesting to note is Dr. Duvall’s 
statement that every one, man and woman alike, should be able to 
earn a living. He then goes on to discuss the problem of the work- 
ing wife. 

He stresses the importance, for every young man and woman, of 
finding out about the other’s family, even to the extent of making an 
investigation. To the question, ‘‘ What if the investigation reveals that 
the family is not a desirable one?’’ his answer is succinct and level- 
headed. 

It is impossible to enumerate all the excellent facts and sound 
attitudes that are contained in the answers to these 101 questions. 
But it can be said that the book gives young people what Dr. Duvall 
says is essential for success in marriage: ‘‘Intelligent understanding 
plus the determination to succeed which is sufficient to inspire you 
to pay the costs of success.’’ 

LENA LEVINE. 

Marriage Counseling Service, 

Mothers’ Health Center, 

Brooklyn, New York. 


Some Aspects oF Hostmiry in Youna CumprREN. By Anneliese 
Friedsam Korner. New York: Grune and Stratton, 1949. 194 p. 


It is becoming increasingly clear that the therapist cannot be at the 
same time an investigator. The very nature of the therapeutic rela- 
tionship excludes the possibility of its being an objective, critical 
experimental procedure. It is also becoming obvious that in order to 
evaluate a psychiatric concept, adequate methods of quantification 
must be evolved, so that correlations may be derived from the col- 
lected data. 

The book under review presents such an objective experimental 
account of the problem of hostility in children of preschool age. In 
the opinion of the reviewer, this monograph may become a classic in 
the field of child behavior. 
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The project is the result of teamwork in the best sense of the term. 
It has had the benefit of effective psychological counseling (by Dr. 
Ruth Strang, Dr. Robert Challman, Dr. E. R. Balkan, and others) ; 
of wise psychiatric guidance (by Dr. Joan Fleming and others) ; of 
the ‘‘splendid codperation’’ of a nursery-school staff, together with 
the active participation of the parents of the children. 

The author’s use of experimental play methods has been influenced 
by such representative workers as Melanie Klein, D. M. Levy, Lerner, 
Baruch, Erickson, Despert, and Conn. The method of quantification 
is similar to that which has been outlined by Macfarlane and em- 
ployed in the projective doll-play studies published by R. R. Sears 
and his colleagues at the Iowa Child Welfare Research Station. 
Finally, the experiences of Morgan and Murray with the thematic- 
apperception-test stories and the incomplete-story techniques of Diiss 
and Thomas have been modified by the author and incorporated into 
her methodology. 

The study begins with the formulation of six pertinent questions: 

1. How frequently is hostility against members of the family ex- 
pressed in a given play situation by members of a group of children 
of preschool age? 

2. What consistency is there in the expression and amcunt of 
hostility in the same child when observed in two different types of 
play situation, the one directed, the other free? 

3. Are there qualitative differences with respect to the nature, 
content, frequency, and intensity of hostility expressed in play that 
distinguish the better adjusted children from those who have 
numerous difficulties? 

4. Does the observation of hostility in play situations permit in- 
ferences to be drawn about behavior in a real-life situation? 

5. Does the degree of hostility or the type of adaptation in either 
situation reflect the relative success of a given child’s emotional ad- 
justment ? 

6. What seem to be the mechanisms that underlie the multiple 
adaptations of the children to their hostility feelings? 

There follows a brief review of the basic concepts of hostility and 
its relatedness to anger and frustration. The author accepts Dollard’s 
definition of aggression (‘‘an act whose goal response is injury to 
an organism or its surrogate’’), and adds to it F. Alexander’s postulate 
on the reciprocal relationship between anxiety and hostility (‘‘anxiety 
mobilizes hostile impulses and hostility in turn causes anxiety and 
fear of retaliation’’). 

The description of methodology is succinctly stated: ‘‘Each child 
was observed in two play sessions. During the first session, the child 
was presented with ten incomplete stories dealing with everyday 
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occurrences, and was asked to complete them in word and play. The 
second session consisted of a free play interview.’’ Teachers were 
interviewed and requested to rate the degree of each child’s hostility 
and emotional adjustment. Parents were asked to state what they 
thought the child’s reactions would be in situations identical with 
those presented to the child. In addition, the children’s responses to 
frustration experiments were recorded. 

There were 20 subjects (11 boys, 9 girls, four to six years of age), 
all of whom were non-clinic cases and in the kindergarten grade of 
the Bethlehem Day Nursery of New York City during the early years 
of World War II. Most of the fathers were skilled or semi-skilled 
workers, and for the most part, were second-generation Americans of 
Roman Catholic faith who lived in low-rent districts. 

Two protocols are presented in detail, illustrating these children’s 
verbal responses and behavior. These data reveal that there was 
not a single child who did not express hostility, at one time or another, 
in his story completion. However, ‘‘some of the children displayed hos- 
tility only very occasionally, while others did so incessantly.”’ 

The same toys that were used in the presentation of the stories and 
other available doll characters, as well as materials for coloring and 
clay modeling, were employed in the free-play procedure. Again, 
all the children in the group expressed some degree of hostility, with 
marked variation in frequency and intensity. Observations in regard 
to sex curiosity, sibling rivalry, hoarding of toys, and the meanings 
of drawings were noted during these free-play interviews. During 
the interviews with the parents, data in regard to hostility were 
collected ; again, all the children were reported to have shown resent- 
ment or antagonism at one time or another. The children’s teachers 
were requested to fill out a rating scale independently in regard to 
the children’s reactions to frustration. Children who did not consti- 
tute a disciplinary problem received much better adjustment ratings 
from the teacher than from the experimenter (the author). Children 
who showed a great deal of hostility against adults showed also 
a great deal against their peers. 

The results of two structurally dissimilar frustration experiments 
(one induced by the ‘‘ill will’’ of the experimenter and the other by 
“‘frustrating cireumstances’’) are recorded. The correlation between 
the hostility tallies of these two types of experiment was low and 
these test situations were finally discarded. 

In Part II the author presents the method of treating the data. 
Each act of hostility was tallied for each child. Intense hostility 
was weighted doubly. Each child in each unit (stories, free-play 
interviews, and parents’ interviews) was rated as either strongly, 
mildly, or intermediately hostile. 
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In summing up the relationship between hostility expressed in 
play and that displayed in real-life situations (Chapter 7) the 
author concludes: 

1. No inference could be made about a child’s hostile behavior 
from observing his play. 

2. Four distinct patterns of adaptation to hostile feelings were 
revealed: (a) children who showed a strong hostility consistently in 
all the situations; (b) children who showed mild hostility consis- 
tently in all the situations; (c) children who showed strong hostility in 
the play situations and very little in actual behavior; and (d) 
children who snowed little behavior in play situations and strong 
hostility in real-life situations. 

In discussing the underlying mechanisms, the author states that 
(1) neither play nor reality offered these children sufficient outlet 
for their aggressions; (2) anxiety pushed them to test the strength of 
their feelings against reality limitations; (3) both unrestrictive 
permissiveness and undue severity on the part of the parents increased 
these children’s hostility and anxiety; (4) explosive and overtly hos- 
tile parents furnished these children with rationale and justifica- 
tion for their own behavior; and (5) guilt over hostility set in 
motion further hostile acts as a punishment-provoking device aimed 
at the alleviation of anxiety. 

In Chapter 10 (Relationship Between the Four Patterns and the 
Children’s Emotional Adjustment), the author’s summary states: 
‘*Analysis of the data revealed that expression of hostility per se, 
either in play or real life, could not be taken as an indicator of a 
child’s emotional adjustment.’’ In the last chapter, which deals 
with ‘‘Parent-Child Relationships,’’ it is concluded that ‘‘ parental 
rejection had profound effects on all the children, but it did not 
produce the same results in all cases. While it produced a great 
deal of overt hostility in many children, others responded with 
different adaptations. No relationship could be demonstrated be- 
tween severity in corporal punishment and relative success of the 
children’s emotional adjustment.’’ 

The author’s final summary and conclusions emphasize that ‘‘the 
clue to a child’s adjustment did not lie in whether or not he ex- 
pressed a great deal of hostility in play or real life, but did appear 
in the direction which this hostility took, in the balance achieved 
between aggression and the resulting guilt and anxiety, and the 
repercussions on the interpersonal relationship.”’ 

The author ends the beok with an apt quotation from G. W. Allport: 
‘‘Indeed psychological causation is always personal and never actu- 
arial. The only way to make a certain prediction of effect from 
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causes is to study the life in which the causes operate and not a 
thousand other lives.’’ 

A bibliography, a cross-reference index of the children tested, and 
a carefully edited author-and-subject index are included. 

Occasionally there appears a book that at first glance seems to be a 
simple account of an ordinary experimental procedure. But upon 
closer scrutiny it represents a synthesis of many points of view, a 
step forward in our grasp of a basic concept. 

The implications of this study for current psychiatric theory and 
its conclusions in regard to present-day child-training methods are 
significant. The present tendency in certain ‘‘progressive’’ groups 
to foster ‘‘unrestricted permissiveness’’ as the only way to ‘‘prevent’’ 
further neuroses is not in accord with the author’s conclusions 
(‘‘both unrestricted permissiveness and undue severity on the part 
of the parents increased these children’s hostility and anxiety’’). 
The basic fact that different individuals react differently under 
similar conditions, and that there is more to learn about a child’s 
emotional adjustment than his play or phantasy life, has not been 
sufficiently emphasized in clinical practice. 

The book will be a welcome addition to the library of every student 
of child behavior. 

J. H. Conn. 

Johns Hopkins University School of Medicine. 


Turese Are Your CHILDREN. By Gladys Jenkins, Helen Schachter, 
and William Bauer. Chicago: Scott, Foresman, and Company, 
1949. 192 p. 


The authors of this unusual book are outstanding authorities in 
the field of child development and training. They have set them- 
selves three objectives: first, to ‘‘show the infinite variations upon 
a basic sameness that is found in all our children’’; second, to 
emphasize the fact that ‘‘growth is a continuous process’’; and 
finally, to stress ‘‘the tremendous influence of a child’s first years.’’ 

The book is planned to be used as a text for college courses as 
well as to meet the needs of parents, teachers, administers—every 
one, in fact, who has responsibility for the healthy, all-round growth 
of boys and girls at home, at school, and at play. 

The first chapters, Children Are Not Small Adults, concerns 
babyhood. This is followed by five chapters that give vivid pictures 
of the child at age levels five, six, seven, eight, and nine. Chapter 
seven presents ten-and-eleven-year-olds. Chapter eight deals with 
the problem of the adolescent and is a sound and sensible discus- 
sion of the need for building healthy attitudes toward sex and its 
place in the whole life pattern. Chapter nine discusses parent- 
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teacher-child relationships, with emphasis on what the school can 
do. 

The tenth chapter outlines a plan for action. It describes many 
techniques that can be used to arouse the dynamic feeling so 
necessary if the knowledge the child gains is to be translated into 
constructive, healthy ways of living. Several pages are devoted to 
a chart of ‘‘concepts which can be developed at each age to help 
build mental, social, and physical health.’’ 

Suggestions for discussion and a selected bibliography for fur- 
ther study are added. A careful index makes the contents of the 
book quickly accessible. Photographs by skilled artists show chil- 
dren so realistically ‘‘behaving’’ that the reader feels almost as if 
he were there in person. Illuminating case histories are freely used. 

A bare description of the book gives an inadequate idea of its 
aliveness, its breadth and depth of understanding, and its stimulat- 
ing answers to the question of what can we do to help our children 
reach the goals we wish for them. 

Jutia MatHews. 

Hermosa Beach, California. 


New Ways IN Discipuine. By Doroth Walter Baruch. New York: 
Whittlesey House, 1949. 268 p. 


This author has long shown a talent for presenting educational- 
psychological material in ways that are both professionally sound and 
down-to-earth in their clear appeal to the general reader. In this 
latest book, Dr. Baruch has taken the essence of her extensive experi- 
ence in the field of child guidance, has kept it unclouded by stereo- 
typed generalities and nebulous implications, and has filtered it 
through common sense to help parents understand how to live more 
effectively with their children. 

New Ways In Discipline recognizes the present-day parent’s confu- 
sion and concern over problems of discipline. This is where many 
parents, poised precariously in mid-air between old ways and new, 
want to be helped to understand better and to do the right thing, 
Dr. Baruch skillfully attempts to guide parents from the lonely and 
rickety perch of authoritarian discipline down to the common ground 
of understanding and comradeship, where they may live alongside of 
and with their children, accepting them as many-sided, expressive 
human beings, both ‘‘good’’ and ‘‘bad’’ in their feelings and actions. 

Parents who are sufficiently flexible and ready to digest this knowl- 
edge will find sensible guidance in this book. The style is warm, 
conversational, and sensitive to the adult’s vacillation between a 
desire for help and a defensive, wary soreness emanating from ‘his 
own feelings of guilt. Humor, children’s anecdotes, amusing illustra- 
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tions by Lois Fisher, and many casual subheadings keep the book 
light and readable. 

Primarily, this is a book of causes and relationships, rather than of 
formule for what to do. It recommends ‘‘reflective’’ techniques by 
which parents may show understanding of their children’s feelings. 
Parts I and II of its four sections, Making Discipline Easier and 
Handling Crucial Moments As He Grows, are self-explanatory. The 
third part, What Can You Do In Times Of Peace To Reduce Times 
Of Stress?, contains suggestions for building natural media for honest 
release and understanding between young and old. Time alone with 
children for painting, creative story play, and various other expres- 
sive outlets are treated for their psychological implications. There is 
a brief section on classroom attitudes. Part IV, Moving Ahead, con- 
tains pointers for self-analysis that may help parents to evaluate 
their true feelings about themselves and their children. 

New Ways In Discipline is sound mental hygiene. It cannot coun- 
sel parents who carry so great a load of tension that they themselves 
need intensive release and psychotherapy. The author makes this 
clear. Nor may all the samples of ‘‘reflective’’ handling generally 
apply in the handling of all children. That is where the individual 
parent’s discernment and sense of fitness is necessary. However, this 
valid and reassuring book will surely have a beneficial effect upon 
parent-child relationships and ought to be used and re-used. 

EvetyNn D. ADLERBLUM. 

Mental Hygiene Project, Public School 33, New York City. 


Tue PsycHOANALYTIC Stupy or THE Cui. Vols. III and IV. Edited 
by P. Greenacre and others. New York: International Univer- 
sities Press, 1949. 493 p. 

The production of an anthology reflects the taste of the compiler. 
Unlike most anthologies, this volume is the selection of a group and 
reflects the potentialities of a wise and broad choice of contributors. 
The contents are subdivided into ‘‘ Problems of Psychoanalytic Theory 
and of Child Development,’’ ‘‘ Clinical Problems,’’ ‘‘Guidance Work,”’ 
‘Problems of Group Psychology,’’ and ‘‘Surveys,’’ ending with a short 
article by Lewin entitled, History of Child Psychiatry, which reminds 
us that others have preceded us in the pursuit of knowledge regarding 
the handling of mentally ill children. Actually, this short article 
might very well have been the introduction to this volume of excellent 
and provocative evaluations of current psychoanalytic philosophy and 
practices in the treatment of children. 

The initial papers center around the problem of aggression. Hart- 
mann, Kris, Loewenstein, Anna Freud, and Beata Rank contribute 
various and exceedingly helpful evaluations of the contemporary pros 
and cons of this concept. Hartmann and his co-workers lay emphasis 
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upon the fact that this is not a departure from Freud’s contributions, 
but rather a clarification. To the reviewer, this clarification carries 
with it a certain elaboration and a more detailed examination of this 
problem—which is quite natural since there have been many investiga- 
tions of aggression since F'reud’s early pronouncements. An aspect of 
this problem that needs further examination is constitution, the po- 
tential libidinal endowment of each individual, which is inherent in 
his inheritance. This has been discussed by others, particularly by 
Bender, and I think should be included in any evaluation of the dy- 
namic use of libido that is regarded as aggression. Then, too, how 
much is this concept a semantic interpretation that varies from culture 
to culture and, therefore, has to be modified in terms of the super-ego 
and ego relationship in different environments? 

The first section of the book is rounded out by contributions from 
Hoffer, Burlingham, Greenacre, Spitz and Wolf, Leitch aad Escalona, 
and Despert. These are essentially articles that cover early infantile 
growth and observations on their variables, all valuable. To go into 
detail wouid carry this review beyond its justifiable length. 

When we come to the heading, Clinical Problems, the area covered 
has to do with theory, technique, and practical aspects in therapy, 
phobias, psychogenic disturbances in body functions, neuroses in early 
childhood, the flexible technique required in the handling of psy- 
choties, and the broad area of psychosomatic interrelationships and 
pathology. Here the reviewer would add that, for an understanding 
of the adult psychotic, infantile sexual phenomena and their bizarre 
distortions must be taken into consideration. The kaleidoscopic and 
bewildering regressions that at times take place in the psychotic be- 
come more meaningful when the psychiatrist who is working with 
adults adopts some of the flexibility that the child analyst needs in 
order to understand the phenomena of illness in infancy and childhood. 
Investigations are emphasizing this and stressing the fluid, eruptive, 
and contradictory manifestations of infantile and mature sexuality in 
the psychotic. 

Some rather interesting problems are presented in Melitta Sperling’s 
article with regard to the therapeutic relationships between the somati- 
cist and the psychiatrist. It takes a great deal of courage to recom- 
mend forthright psychiatric treatment when physiological disturbances 
such as fever enter into the clinical picture. The concept of fever as 
incontrovertible evidence of infection is deeply imbedded in our clini- 
cal evaluation, so that the diagnosis of psychogenic fever requires high 
courage indeed. However, there has been an area in medicine that has 
been labeled ‘‘fevers of undetermined origin,’’ which should give fruit- 
ful corroboration to the belief that some types of body disturbance 
are essentially emotional in their genesis. 
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Most of the cases presented here are long and detailed, as analyses 
of individuals must be, and yet one is left with a feeling that the 
printed page is still limited in its exposition when it comes to the 
nuances that one observes in actual contact with the patient. How 
this can be overcome is a problem for those of us who are interested 
in teaching as a living experience. 

Klein discusses an area that we feel requires further exploration— 
the profound implications of school problems that are brought to the 
therapist. Alpert and Friedlander also cover aspects of this problem. 
I am not referring here to children who respond to simple tutoring or 
so-called remedial reading, but to those individuals in whom the school 
maladjustment is part of a deep-centered personality imbalance, a 
symptom of great worth in the early diagnosis of neuroses and 
psychoses. 

In Section III, under the title, Guidance Work, Lydia Jacobs pre- 
sents another aspect of so-called ‘‘short therapy’’—how this becomes 
possible when the sibling sexuality pattern and the environmental 
impacts have not been too deeply disrupted in early life, particularly 
in the neonatal and postnatal phases and in infancy. Friedlander 
carries her point somewhat further, and confirms what Spitz has 
clinically brought to our attention, through his beautiful visual-educa- 
tional practices, as early manifestations of personality evolution and 
imbalance, carrying with them a certain predictability as to the future 
of the individual. 

Under Problems of Group Psychology, we have Aichhorn’s intuitive 
awareness of what Spitz has reported, and one can bring together 
Friedlander’s and Spitz’s papers as confirmation of Aichhorn’s theory 
and his recommendations for therapy. Ruth Eissler’s chapter on 
riots is a unique contribution and one that furthers Freud’s early 
concept of mass phenomena in Group Psychology and the Analysis of 
the Ego. This is an area that deserves our most careful concern, for 
the discussion of panic and riot is particularly pertinent and timely 
because of our weapons for mass destruction and mass education. 
Propaganda is an evil potentially as devastating as the latest develop- 


ment in physical science. 

For the pediatrician, there is an excellent summary by Edward 
Lehman on the psychogenic roots of feeding problems, a subject that 
is not as simple as it is ordinarily regarded. 

Most textbooks are outmoded by the time they are published; some 
few survive as repositories of sound and lasting value. We can place 
this collection in the latter category. 


EpWaARD Liss. 
New York City. 
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New Hope ror THE HaNpIcaPPpEeD: THE REHABILITATION OF THE Dis- 
ABLED FroM Bep To Jos. By Howard A. Rusk, M.D. and Eugene 
J. Taylor. New York: Harper and Brothers, 1949. 224 p. 


The V.I.P.’s who are in a position to plan and execute programs 
for social betterment—hospital administrators; practical educators; 
executives of city, state, or federal programs dealing with any of the 
wide variety of handicapped people; public-spirited promoters and 
coérdinators of community projects—are the readers who will act 
on this book. These people already have some realization of the 
number and the variety of highly individual problems presented to 
people who have lost one or several functions through accident or 
disease. It is they who will most clearly see the benefits both to 
individuals and to community productiveness and happiness when 
handicapped persons are rehabilitated to self-reliance and self-sup- 
port. And these V.I.P.’s are the ones through whom the experience 
and power of the community may be brought to bear on the problems. 

New Hope for the Handicapped is an interestingly written, pro- 
fessional presentation of what is being accomplished in many rehabili- 
tation programs in the country, the intensive and extensive rehabilita- 
tion program of the Veterans Administration, and the work of many 
different clinics and institutes under both private and public auspices 
which offer rehabilitative services to civilians. There is need for 
far more rehabilitative aid and for improved coérdination of already 
existing services. Leaders in the process of developing rehabilitative 
programs will find ‘‘ideas’’ in the book; descriptions of programs 
that have worked and that, therefore, may become patterns for local 
modification; and many kinds of information, from reasons for the 
differing standards of feasibility in different states to resources 
for the training of personnel. They will find indication also of what 
results are to be expected in terms of human benefit, individual 
morale, and productivity ; in terms of financial benefit, earning power, 
tax returns to government as a result of increased earning power, 
and savings to government through removal of handicapped persons 
from relief rolls and through shortening of their costly medical care. 

To handicapped persons and their families, the book gives both 
factual basis for ‘‘hope’’ and many examples of the ways in which 
rehabilitation has been brought about. The procedures are empha- 
sized as ‘‘not a miracle of modern medicine, but the result of modern 
retraining methods plus determination on the part of the patient 
to learn to live and to work with what he has left.’’ 

RutH M. Hussarp. 

Veterans Administration Hospital, 

Waco, Texas. 
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SPEECH PROBLEMS OF CHILDREN: A GUIDE TO CARE AND CORRECTION. 
Edited by Wendell Johnson. New York: Grune and Stratton, 
1950. 265 p. 


This well-written and authoritative little book, prepared by the 
American Speech and Hearing Association for the National Society 
for Crippled Children and Adults, is addressed to doctors, parents, 
nurses, teachers, psychologists, social workers, and others who may 
be close to those handicapped by defective speech. It is a composite 
work by eleven speech pathologists, each of whom contributes a chapter 
based on his own research and clinical experience. 

Speech in the Home, Speech in the School, Children Who ‘‘ Don’t 
Talk Plain,’’ Children Who Are Slow in Learning to Speak, Children 
with Voice Disorders, Children with Hesitant Speech, and Children of 
Foreign Tongues are the titles of some of the chapters in which the 
writers offer a great deal of factual information and sound guidance 
designed especially to help parents and teachers acquire an objective 
attitude toward these children and their difficulties. The need for 
understanding the part played by physical, intellectual, and emotional 
factors in the child’s task of learning to speak, and the value of mental 
hygiene in preventing as well as in correcting speech disorders, are 
well illustrated. 

The three chapters devoted to the speech of children with cleft palate 
and cleft lip, cerebral palsy, and impaired hearing form a much 
needed contribution to the popular literature in the field of speech. 
They are exceptionally clear in their presentation and humanitarian 
in their point of view. The authors succeed admirably in conveying 
to the reader the knowledge that these children, who until recent years 
were often looked upon as ‘‘feebleminded’’ or ‘‘inferior’’ even by 
teachers and physicians, are usually normal or superior in mental 
ability and are capable of developing wholesome personalities, in spite 
of their physical handicaps, if the ‘‘normal’’ people in their environ- 
ment will give them unselfish understanding and codperation. 

The first chapter in the book merits special attention. Simply 
entitled, Survey, it is more than a summary of what is to follow. It is 
both an interpretation of and an orientation to the field of speech 
pathology in terms of the motif that permeates the entire book— 
namely, ‘‘ guiding the personality development of the child with defec- 
tive speech.’’ The author expresses this well in his concluding 


paragraph: 


“Our aim in guiding the personality development of the child with 
defective speech or hearing should be the same as our aim in guiding 
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the development of any other child: to help him to acquire a feeling of 

personal security which will enable him to face the future with con- 

fidence and with a capacity to enjoy a full and effective adult life.” 
FREDERICK W. Brown. 


Franklin Square, New York. 


THe Tuirp MentaL MEASUREMENTS YEARBOOK. Edited by Oscar K. 
Buros. New Brunswick, New Jersey: Rutgers University Press. 
1949. 1049 p. 


This heavy reference work, actually the sixth of a series initiated 
in 1935, should be among the indispensable tools of every one who 
works with tests and measurements. Its comprehensive scope, peri- 
odical references, and wealth of critical materials will greatly assist 
the test user in locating and evaluating tests and books on testing in 
the fields of psychology, psychiatry, education, and industry. 

The first section, of 750 pages, is devoted to commercially available 
tests, 663 of them, published in English during the period 1940 to 
1947. Each test listing gives full details concerning the groups for 
which it is intended, whether it is machine scored, whether it is indi- 
vidual or group, its forms, costs, author, and publisher. All the known 
references, to the total number of over three thousand, on the con- 
struction, validity, use, and limitations of each test are cited after 
these data. Seventy per cent of the listings are accompanied by 
critical reviews, mostly original articles prepared according to a uni- 
form plan especially for this volume. Excerpted critical reviews from 
the published literature, regardless of merit, are also included. 

A second section, of over 200 pages, lists 549 books on measurements 
and closely related topics published between 1940 and 1947. The bulk 
of this section consists of 785 excerpted reviews from the published 
literature. 

Both of these sections are adequately cross-referenced and contain, 
in addition, references to the earlier mental measurements yearbooks. 
There are very complete indices of periodicals, publishers, test titles, 
book titles, and names of authors and reviewers. 

FRANK K. SHUTTLEWORTH. 

The City College of New York. 











NOTES AND COMMENTS 


ONE HUNDRED AND SEVENTH ANNUAL MEETING OF THE AMERICAN 
PsycuHiaTric ASSOCIATION 


The American Psychiatric Association held its One Hundred and 
Seventh Annual Meeting in Cincinnati, May 7-11. The sessions, 
which were divided between three hotels—the Netherland Plaza, 
the Sinton, and the Gibson—were attended by some 2,700 members 
and non-members. 

The subjects considered ranged as usual from the technical and 
clinical aspects of psychiatry to its contributions in social and cul- 
tural fields. Of particular interest to laymen was an address by 
Mr. Oren Root, President of The National Association for Mental 
Health, on ‘‘Mental Health—A Layman’s Point of View,’’ given at 
a public meeting on mental health in Taft Auditorium on May 7. 

Other special features were a tribute luncheon to fellows and 
their wives at the Netherland Plaza on May 8; a series of round- 
table dinner meetings, May 8 and 10; and the annual dinner and 
dance at the Netherland Plaza, May 9. 

The dinner was the occasion for the presentation of the Lester A. 
Hofheimer Research Award and the Mental Hospital Achievement 
Award. The Hofheimer Award, of $1,500, which is given for an 
outstanding research accomplishment in the field of psychiatry and 
mental hygiene by a psychiatrist under forty years of age, went 
to Dr. Jurgen Ruesch and his associates at the Langley Porter Clinic, 
San Francisco, for research on the relationship of duodenal ulcers 
to emotional disorders. The Mental Hospital Award was divided 
this year between three hospitals. The first prize went to Independ- 
ence State Hospital, Independence, Iowa (Max E. Witte, Superin- 
tendent) for ‘‘Progress and Change of Atmosphere’’; the second 
prize, to Logansport State Hospital, Logansport, Indiana (John 
A. Larson, Superintendent) for ‘‘Progress in the Transition from 
a Custodial Institution into a Treatment Hospital’’; and the third 
prize, to the Crease Clinic of Psychological Medicine, Essondale, B. C., 
Canada (A. M. Gee, Director of Mental Health Services) for ‘‘ Estab- 
lishing a Clinic.’’ Three other hospitals received honorable mention: 

488 
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the Topeka State Hospital, Topeka, Kansas (L. P. Ristine, Super- 
intendent); the Crownsville State Hospital, Crownsville, Maryland 
(Jacob Morgenstern, Superintendent) ; and the Arkansas State Hos- 
pital, Little Rock, Arkansas (G. W. Jackson, Superintendent). 

The officers of the association for the coming year are: president, 
Dr. Leo H. Bartemeier, Detroit, Michigan; president-elect, Dr. D. 
Ewen Cameron, Montreal, Canada; secretary, Dr. R. Finley Gayle, Jr., 
Richmond, Virginia; and treasurer, Dr. Howard W. Potter, New 
York City. 

The 1952 meeting of the association will be held in Atlantic City, 
May 12-16. 


PsycHiAtric AIDE OF THE YEAR AWARD 


The Psychiatric Aide of the Year Award, presented annually by 
The National Association for Mental Health as a part of the cam- 
paign to bring about higher standards of care for patients in mental 
hospitals, was given this year to Mrs. Forrest L. Adams, of the New 
Jersey State Hospital, Greystone Park, New Jersey. Mrs. Adams, 
who was chosen from more than 27,000 mental-hospital attendants 
throughout the country, received the award—$500 and a citation 
for distinguished service—at a luncheon in the Park Sheraton Hotel, 
New York City, on May 1, at the opening of Mental Health Week. 
The presentation was made by Miss Olivia de Haviland, who played 
the part of the patient in The Snake Pit. 

Mrs. Adams, a native of Summit, New Jersey, and a former 
school-teacher, was a member of the first class of ‘‘ psychiatric tech- 
nicians’’ to be graduated from the state-hospital course in 1947. In 
the citation accompanying the award, she was commended for 
‘*boundless initiation, imagination, and love for people, which in 
three years has transformed a run-down ward of seriously deteriorated 
patients into a retreat permeated by a healing atmosphere and recep- 
tive spirit toward treatment among the patients.’’ 

Speakers at the luncheon included Mr. Oren Root, President of 
The National Association for Mental Health; Mr. Sanford Bates, New 
Jersey Commissioner of Institutions and Agencies; and Mr. Alan 
Gregg, Director of Medical Sciences of the Rockefeller Foundation, 
New York City. 

In addition to the award to Mrs. Adams, awards of $50 in cash 
and certificates of ‘‘distinguished performance’’ were given to five 
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psychiatric aides; and 84 others in hospitals throughout the country 
received token awards of pen-and-pencil sets and certificates of 
‘*meritorious achievement.’’ 


FELLOWSHIPS IN CHILD PSYCHIATRY 


Fellowships in child psychiatry are still available for September, 
1951, in a number of member clinics of the American Association 
of Psychiatrie Clinics for Children. We would like to hear from 
potential applicants even if their draft status should be uncertain. 
These fellowships offer specialized training in child-guidance-clinie 
psychiatry in a number of member clinics which have been approved 
as training centers by the association. This training begins at a 
third-year, postgraduate level with minimum prerequisites of gradu- 
ation from medical school, a general or rotating interneship, and a 
two-year residency in psychiatry—all approved. 

The training is in preparation for specialization in child psy- 
chiatry, and especially for positions in community clinics devoted 
wholly or in part to the outpatient treatment of children with psy- 
chiatric problems. At the completion of the training, attractive 
openings are available in all parts of the country. Fellows receive 
instruction and supervision in diagnostic and therapeutic techniques 
with children, in the utilization of the integrated services of the 
psychiatric cline team, and in the codrdination of clinic effort with 
the work of health, welfare, and educational agencies in the com- 
munity. There is considerable variation in the different clinics, due 
to the fact that they are under different auspices and have various 
affiliations. 

Most of the clinics plan for a two-year training period, although 
a few still accept one-year fellows, and a few others will consider 
giving one-year training in special cases. 

Fellowship stipends are usually $3,000 for the first year of 
training and $3,600 for the second year, but may be more or less 
in certain instances, depending upon the status of the fellows and 
upon the practices of the individual training center. Funds for 
these stipends come from the U. S. Public Health Service, from 
the clinics doing the training, and in some cases, from clinics or 
communities that are paying for the training of psychiatrists who 
promise to work in these communities at the end of their training. 

The office of the American Association of Psychiatrie Clinics for 
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Children gives information and assistance to applicants seeking this 
training. Application may be made through this office or directly 
to the individual clinics. In all cases, acceptance of applicants for 
training is by the individual training centers. In practically all 
instances, the work at these clinics has been credited by the American 
Board of Psychiatry and Neurology for a third year of training and 
for an additional year of experience. 

For further information and for application forms, write to: Miss 
Mary C. Bentley, Executive Assistant, American Association of Psy- 
chiatric Clinics for Children, 1790 Broadway, Room 916, New York 19, 
New York. 


UNIVERSITY OF CALIFORNIA OFFERS AGAIN A POSTGRADUATE COURSE 
IN PsYCHIATRY AND NEUROLOGY 


The Division of Psychiatry of the University of California School 
of Medicine, in codperation with University Extension (Medical 
Extension), University of California, is offering again this year a 
postgraduate course in psychiatry and neurology, at the Langley 
Porter Clinic in San Francisco. The course, which extends through 
the ten-week period from August 20 through October 26, is par- 
ticularly designed to prepare psychiatrists and neurologists for taking 
the examinations of the American Board of Psychiatry and Neurology. 
Instruction will be under the direction of Dr. Karl M. Bowman, 
professor of psychiatry at the University of California School of 
Medicine, with the assistance of staff members from the various divi- 
sions of the medical school. The fee for the course is $200.00. Further 
details may be obtained from the Langley Porter Clinic, The Medical. 
Center, Parnassus and Third Avenues, San Francisco 22, California. 


Dr. C. M. Hincks Honorep witH MentTAL-HEALTH AWARD 


Readers of MentTAL HyaiEne will be pleased to learn that a mental- 
health award of $1,000 was recently granted by the Mental 
Hygiene Institute of Montreal to Dr. C. M. Hincks, General Director 
of the Canadian Mental Health Association. Dr. Hincks was for 
eight years (1932-39) Medical Director of The National Committee 
for Mental Hygiene and editor of this journal. 

The award was made possible through the generosity of an anony- 
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mous citizen of Montreal. In announcing it, Dr. Jonathan C. Meakins, 
President of the Mental Hygiene Institute, stated that hereafter it 
will be presented every three years to the Canadian who has made 
the most significant contribution to mental health in Canada. 

In view of Dr. Hinck’s outstanding record of service to the mental- 
hygiene movement in Canada, his selection as the first recipient of 
the award might almost have been taken for granted. 


A New JOURNAL IN THE FIELD oF Group THERAPY 


A new publication in the field of group therapy, the International 
Journal of Group Psychotherapy, made its appearance in April. The 
journal, which will be issued quarterly, will be the official publica- 
tion of the American Group Psychotherapy Association, formerly 
the American Group Therapy Association. It will publish original 
articles, abstracts of articles in other magazines, and book reviews. 
It will be run by an editorial committee, under the chairmanship 
of Dr. Samuel B. Hadden, of the Philadelphia General Hospital. 
Dr. S. R. Slavson, of the Jewish Board of Guardians, New York 
City, is consulting editor. 

The annual subscription rate is $7.50; single issues, $2.00. Sub- 
scriptions should be sent to International Universities Press, 227 
West 13th Street, New York 11, N. Y. 


Bureau OF CHitpD GuipANcE, NEw York Crry, 
Seexine Director 


Dr. William Jansen, Superintendent of Schools of the City of 
New York, will consider applications (men and women) for the 
position of director of the Bureau of Child Guidance. Complete 
information with respect to eligibility requirements, duties, salary, 
tenure, and so on, may be obtained by writing to Associate Super- 
intendent Jacob Greenberg, Board of Education, 110 Livingston 
Street, Brooklyn 2, N. Y. 
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News oF MeEntTAL-HyYGIENE SOCIETIES * 
Compiled by 
Marsorig H. FRANK 


Assistant Director, State and Local Organization, The National 
Association for Mental Health 


Califorma 

The Southern California Society for Mental Hygiene conducted 
an orientation course for new board members in April. The first 
session, held at the society office, dealt with ‘‘The Community Respon- 
sibility of the Mental Hygiene Society’’ and covered the topics: ‘*The 
Social Problem of Mental Health,’’ ‘‘Mental Health Services in South- 
ern California,’’ ‘‘The Evolution of the Mental Hygiene Society,’’ 
‘‘The Role of the Mental Hygiene Society in Community Service,’’ 
and ‘‘Discussion of the Participation of the Board Member in a 
Mental Hygiene Society.’’ The second session, on ‘‘Community 
Responsibility for the Mentally Ill,’’ held at the Los Angeles County 
Psychopathic Hospital Unit, covered the subjects: ‘‘ Attendance of 
Psychopathic Court Hearings,’’ ‘‘The Law and the Mentally IIl,’’ 
‘*Mental Illness: Social and Health Problems,’’ ‘‘Commitment of 
the Mentally Ill,’’ and ‘‘Initial Medical Care of the Mentally IIl.’’ 
The session included also a tour of the psychopathic-hospital unit 
and a discussion and review period. The third session, on ‘‘ Public 
Care and Treatment of the Mentally Ill,’’ held in the administration 
building of the Norwalk State Hospital, covered: ‘‘The Réle of 
the State Mental Hospital in the Care of the Mentally Ill,’’ ‘‘ Medical 
Service for the Mentally Ill,’’ ‘‘Maintaining Connection between 
Patient and Community,’’ and ‘‘Therapies for the Mentally IIl,’’ 
with a visit to hospital wards and a discussion and review period. 
The fourth session, on ‘‘The Community Clinic Service,’’ held at 
the Pasadena Child Guidance Clinic, covered ‘‘The Réle and Service 
of Psychiatric Clinics,’’ and included an inspection of the clinic and 
a discussion and review period. The fifth and final session, on ‘‘Pre- 
ventive Measures in the Field of Mental Health,’’ covered ‘‘Preven- 
tion as a Community Service,’’ and the presentation of the three 
one-act plays, Temperate Zone, followed by a discussion and review 
period. All sessions had carefully selected leaders chosen from those 
with a real knowledge of the subject and connected with the services 


*Since state and local mental-health associations are at present sending us 
detailed accounts of their Mental Health Week activities during this past May, 
and a report will be prepared for distribution to them and to other interested 
groups, we have omitted any comments on such activities in these news items 
except as related to organizational programs, such as membership drives and 
fund-raising. 
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in question, a judge, for example, leading the discussion on ‘‘The 
Law and the Mentally Ill,’’ and hospital medical staff, the discussions 
on ‘‘Medical Service for the Mentally IIl.’’ 

We note, in the minutes of one of the meetings of the Board of 
Directors of the Southern California Society, that the possibility 
of having some of the pamphlet material written in Spanish for 
families of that tongue is being investigated. The education-materials 
committee has been working on correlating available films and pre- 
paring a directory. 

Among the suggestions for interpretation to new groups, during 
the period of exploration of the feasibility of their becoming chapters 
of the society, were that any orientation’ discussions be taken to 
the community; that films be offered at reduced rates; that small 
consignments of pamphlet material be made available for sale; and 
that financial rebates of dues be made monthly rather than quarterly. 


Connecticut 


In the May, 1951, issue of its Mental Hygiene News, the Connecti- 
cut Society for Mental Hygiene announced that the first joint national 
and state fund-raising campaign was well under way. The honorary 
state campaign chairman was Lieutenant Governor Edward N. Allen. 
One hundred and twenty Connecticut communities were organized 
under strong and generous local leadership to raise quotas in the 


drive, and it was noted that more communities were being added 
daily. Also mentioned was the codperation of The National Associa- 
tion for Mental Heaith in all of Connecticut’s plans and efforts 
through supplying material, finding trained campaign personnel, 
and presenting fruitful ideas. As this goes to press, we have no 
figures as to the final outcome of the joint drive, but we hope in a 


future issue to be able to describe this campaign more in detail. 


Florida 

The Florida Mental Health Society reports excellent attendance 
at its board of directors’ meetings, which are held monthly in various 
parts of the state. The sessions cover a wide range of topics sug- 
gested by the board, as well as the presentation of various types 
of educational media; for example, one of the Temperate Zone plays 
was presented at one board meeting and a film was reviewed at 
another. 

The president of the society feels that its legislative committee 
has done an excellent piece of work in the last few months. The 
Honorable John Burwell, of Broward County, chairman of the com- 
mittee on state institutions, is introducing two mental-health bills. 
One is an act appropriating money for building and equipping the 
Florida Farm Colony for feebleminded and epileptic with 450 addi- 
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tional beds, providing for 150 beds for feebleminded and epileptic 
Negro children. Another bill, relating to the Florida State Hospital, 
provides for compensation for physician members of the examining 
committees, stipulating that they should receive not less than $10 
or more than $25, the amount to be determined by the county judge 
for the initial examination. The other bill authorizes the appoint- 
ment, by the board of commissioners of state institutions, of an 
advisory committee to investigate sites for additional state hospitals 
for the mentally ill and to aid in the preparation of architectural 
and engineering plans for the construction of two additional state 
hospitals, making appropriation therefor. The society’s legislative 
committee is responsible for instigating this proposed legislation and 
for securing the interest and support of many of the Florida 
legislators. 


The April newsletter of the Mental Hygiene Society of North- 
eastern Florida mentioned a field trip by an interested group of 
16 persons from the society to the Farm Colony in Gainesville, where 
they were shown over the entire institution and noted changes that 
had been made and improvements that were hoped for if additional 
funds could be obtained for personnel as well as facilities. 

This society reports numerous activities since it was formed only 
about a year ago, such as the holding of an 8-session institute on 
personality development, of five institutes for parents (4 sessions 
each), and of an institute for nurses (9 sessions); the presentation 
of three mental-health plays, followed by constructive discussion (one 
of these has already been repeated twice), and the showing of mental- 
health movies to over 500 persons at the state conference of social 
work, at institutes, and at general meetings; presentation of the 
mental-health needs of the community and of the state to numerous 
groups through talks and on the radio; a field trip to the Florida 
Farm Colony for the mentally deficient; study of the needs of the 
state hospital and a presentation of findings to interested groups; 
a study, now in progress, on ‘‘What Happens to a Mentally Ill 
Person in Duval County?’’; aid to the Psychiatrie Unit of Duval 
County Medical Center in providing recreational supplies to aid in 
the rehabilitation of patients; the formation of an active Alachua 
County group; and the publishing of a newsletter which goes monthly 
to members and others interested in the program. 

The society states that this has all been done through the participa- 
tion of 135 men and women—teachers, nurses, business men and 
women, physicians, housewives, ministers, social workers, students, 
newspapermen, psychologists, and so on—who volunteered their time, 
thought, and energy. Numerous organizations have also aided in 
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this volunteer effort, such as the Duval County P. T. A. Council, 
the Council of Social Agencies, the Jewish Center, the Jacksonville 
Urban League, the Duval County Medical Society, the Little Theater, 
the Community Chest, the board of public instruction, the state 
welfare board, the Florida Players, the state board of health, the 
League of Women Voters, the Altrusa Club, the Pilot Clubs, and 
other civic and church groups, newspapers, and radio stations. 


The annual meeting of the Mental Health Society of Southeastern 
Florida was held on May 7. The public was invited and the film, 
Angry Boy, was shown, with subsequent discussion. 

This society also held a public meeting, in April, on ‘‘ Learning 
Human Relations Through Sociodrama.’’ The speaker was Dr. Wil- 
liam G. Hollister, of Atlanta, who gave a demonstration on the 
use of sociodrama. The society also has published a second edition 
of mental-health-program suggestions, which includes lists of films, 
recordings, and plays; and its mental-health pamphlet list of 1951 
includes thirty new pamphlets. It has continued to present the 
mental-health plays and reports excellent attendance and interest 
in them. 


Idaho 
The newly formed Idaho Society for Mental Hygiene held a 


dinner meeting in April, attended by about 50 people from various 
points in southern and eastern Idaho. A constitution was accepted, 
and a temporary executive committee was nominated from the floor, 
with instructions to nominate a slate of officers for the society and 
to set a time and place for the next meeting. 


Illinois 

We note, in recent newsletters of the Illinois Society for Mental 
Hygiene, that the Illinois Mental Health Conference, which was 
addressed by Governor Adlai E. Stevenson on April 17, was 
sponsored locally by the Mental Hygiene Society of Springfield. The 
governor’s address covered the mental-health program for Illinois; 
Ronald P. Boardman, as president of the state society, spoke on the 
role of the voluntary agency; and the Boardman Annual Award was 
presented to newspaper men who have made a special contribution 
through their interpretations of mental-health material. 

The society reports the recent action of the University of Illinois 
in establishing occupational therapy as a separate department in 
its college of medicine. Members of the society’s staff have met 
with students of this department on a scheduled basis to discuss 
mental-health resources. 

Members of the society and citizens who attended the society’s 
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annual meeting on May 14 heard a panel of authorities on mental 
health and legislation discussing the findings of the Schaefer Com- 
mission (Commission to Study State Government) as they relate 
to mental health in the state of Illinois. Members of this panel 
included the chief of a psychiatric clinic, a state representative, a 
society board member, the dean of a law school, a member of the 
Schaefer Commission, and a consultant from the U. 8. Public Health 
Service. 

A bill modifying existing laws relating to the commitment and 
treatment of mentally ill and mentally deficient persons, and pro- 
viding for the collection of fees for the care of patients in state 
hospitals, was drawn up on the basis of recommendations of a citizens’ 
committee, including, among others, representatives of the American 
Civil Liberties Union, the board-of-public-welfare commissioners, the 
Council of State Mental Hospital and Institution Superintendents, 
the County and Probate Judges Association, the Illinois Psychiatric 
Society, the Illinois Society for Mental Hygiene, the Illinois State 
Bar Association, the State’s Attorney Association, and the Veterans 
Administration. 

The Chicago Teachers’ Union, in announcing its program, acknowl- 
edged the many hours given by the Illinois Society in contributing 
advice during the preparation of the report on its four-point program 
on mental health, which recommends ways and means to general 


mental-hygiene education, selection of professional school personnel, 
techniques for preserving mental health, and treatment provisions 
for teachers and administrators. (Copies are available from the 
Chicago Teachers’ Union, 130 North Wells Street, Chicago 6.) 

In the 1950 Annual Report of the society, Dr. Rudolph Novick, 
states: 


‘*The number of standing committees has been increased from four 
to ten. Each committee is chaired by a member of the board of directors 
and may consist of board and advisory-council members, members at 
large, and other lay and professional people who are qualified and 
interested. These committees have been given increased responsibility 
for planning and implementing projects initiated by themselves and 
approved by the board or assigned to them by the board of directors. 

‘*The above will go a long way in achieving the following objectives: 

‘*1, Afford the society a better opportunity, by this division of respon- 
sibility and work, for more comprehensive study and constructive action 
on the many and varied projects and problems which come to the 
society ’s attention; 

‘*2. Relieve the board of directors of detailed and prolonged study 
of all projects, thus giving it more time for its administrative and 
policy-making responsibilities and for supervision, codrdination, and 
integration of the agency program; and 
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‘*3, Provide for greater and more widespread participation of the 
membership in the actual, day-to-day work of the society. 

‘*The following steps have been taken to improve the working rela- 
tionships between the society and its affiliates: 

‘*1, In 1949 the society made arrangements whereby each local 
mental-hygiene society had one representative, of its own choice, on 
the board of directors of the state society. This practice was continued 
through 1950 and has proved mutually beneficial to the four affiliates 
and to the state society. It is hoped that some means may be worked 
out whereby the representatives from the local societies may be able to 
attend the state-society board meetings more regularly and thus still 
further increase the value of the present arrangement. 

‘*2, A reassignment of staff responsibilities at the state office has 
enabled the state society to give more time and attention to the working 
relationship between, and the codperation and integration of, programs of 
the local affiliates and the state society: 

‘*(1) The system of communications, reports, and exchange of infor- 
mation has been clarified and refined so that it is working more 
efficiently ; 

‘*(2) Provisions have been made for seminars of board and staff 
members of the affiliates and the state society. Two such meetings 
were held in 1950, one in Peoria and another at Rock Island. To 
date, the meetings have dealt with organizational and bperational prob- 
lems; the scope and implementation of local programs; and the relation- 
ship of the local societies to the state society with reference to its 
mental-health program and its goals in mobilizing citizen effort. 

‘‘These procedures have already resulted in better mutual under- 
standing, codperation, and benefits, not only to the affiliates and the 
state society, but, of greater significance, to the respective communi- 
ties and the state at large. The possibilities of success of the society’s 
educational and legislative program and its efforts to enlist the interest 
and support of greater segments of the population have been enhanced. 

‘*The affiliates, too, have benefited. They have had services and 
consultation more readily available which can only be provided through 
pooled resources at the state level. The distribution of educational 
media, including literature, posters, films, and news releases, and the 
development, collection, and distribution of information relative to 
specific requests (such as the operation of mental-hygiene clinics or 
psychiatric units in general hospitals) have helped the affiliates in 
putting across their own programs in their own communities.’’ 


Miss Marian McBee, Director of State and Local Organization, 
National Association for Mental Health, was guest speaker at the 
annual meeting of the Peoria Mental Hygiene Society. The meeting 
was preceded by an ‘‘open house’’ at the Peoria Mental Hygiene 
Clinic, which has served the community since 1935. 








The Sangamon County Mental Hygiene Society, Springfield, spon- 
sored its annual mental-health workshop at the Elks Club in Spring- 
field on May 1 as a preamble to Mental Health Week. Dr. Ralph 
Ojemann, Director of the Iowa Child Welfare Research Station of lowa 
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State University, spoke to members and friends of the society on 
the values of education for better understanding of human relations. 
His address was followed by five workshops on mental health as 
related, respectively, to family living, the church, the school, the 
job, and leisure time. Businessmen, the clergy, educators, and society 
members gave leadership to the workshop groups. 


Indiana 


The Indiana Mental Hygiene Society held its third annual con- 
ference in Indianapolis, April 14. The feature speaker at the 
luncheon was Dr. William C. Menninger, of Topeka, Kansas, who 
spoke on ‘‘The Social Applications of Psychiatry.’’ Preceding this 
were two general sessions. One, on ‘‘Troubled World; Troubled 
Child,’’ was addressed by Dr. Samuel Warson, Director of the Riley 
Child Guidance Clinic, Indianapolis; and the other, on ‘‘Building 
Mental Health Through Character Education,’’ by Dr. Norman John- 
son, Headmaster of Park School, Indianapolis, which is one of 
the participating centers of the Union College Character Research 
Project. After the annual business meeting in the afternoon, there 
was a panel discussion on ‘‘Help for Our Sick Mental Hospitals.’’ 
The program concluded with the Indiana premiére of the mental- 
hygiene film, Angry Boy. More than 700 people from over the state 
attended. 

At the annual meeting officers were elected and the board was 
increased from 18 to 45 members, one-third of whom are psychiatrists. 
Steps were taken to complete the incorporation of the society as a 
non-profit organization. 

The organization of county chapters has continued to grow, with 
increasing interest in mental-hygiene education as a citizen respon- 
sibility. New county chapters in Logansport, Elkhart, and Kokomo, 
which have requested affiliation, bring the number to twelve. Groups 
in Gary and Bloomington are in process of organization, while 
committees are at work in La Porte, New Albany, and Evansville. 
An official charter is being designed for presentation soon to each 
bona fide chapter. 

The state society’s division of special education has been active 
in developing institutes for special-interest groups. In March a 
second institute for clergymen was held, in codperation with the 
Indianapolis Church Federation and the Methodist Hospital, led by 
Dr. Seward Hiltner of the Chicago Theological Faculties; and a 
nurses’ institute was led by Dr. James C. Moloney, Detroit 
psychoanalyst. 

A special course for Indianapolis teachers was offered, in con- 
junction with Purdue University Extension Center, on ‘‘ Mental 
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Hygiene in the Classroom.’’ Coérdinated by Mr. Walter Argow, 
the society’s executive director, it alternated lecture and small-group- 
workshop sessions. Lecturers included psychiatrists, psychologists, 
social workers, and professors of education. In addition, each work- 
shop was headed by a selected professional leader. Four hundred 
and ten teachers and administrators were registered. The course, 
carrying two hours of undergraduate or graduate credit, concluded 
May 23. 

Becoming concerned over the variety of speeches and courses 
offered to lay audiences on topics pertaining to mental hygiene, 
the society invited kindred professional agencies to meet to study 
the question. The inquiry has now been taken over by the Indian- 
apolis Health and Welfare Council and the membership of the 
committee has been enlarged. One objective is a brochure for dis- 
tribution to club program chairmen to guide them to appropriate 
agencies when seeking speakers on topics dealing with human relations. 

In the past three months, the committee on displays has arranged 
for exhibitions at the state convention of women’s clubs, the Indiana 
Public Health Association, the Indiana Council for Children and 
Youth, and the Indiana Council on Family Relations, in addition 
to the society’s annual convention. The literature committee reports 
sales in excess of $300 in this period. 

Concurrently with Mental Health Week, several chapters held 
membership drives. In two areas special appeals were also made 
for grants from local foundations. Starting with a basic budget for 
the state society, a state quota was set. This figure was broken 
down for chapters in accordance with a special formula devised by 
a state-wide fund-raising group. Returns are still coming in because 
some local efforts were delayed. So far only two chapters, and 
the state society’s independent effort, have approached their quotas. 
A growing demand for federated fund-raising in the state may 
induce two chapters to apply to local Community Chests for support, 
but the major portion of the state’s budget will still be raised by 
individual appeal. 

Several chapters have held their annual meetings recently and 
elected new officers as well as offering special public programs. A 
revised directory of board members, chapter officers, and committee 
structure is being compiled. 

Announcement has been made by the state council for mental 
health that, starting July 1, all state mental-hospital employees will 
go on an eight-hour day. Thus the eighth of the society’s ten 
objectives for state hospitals has been attained. 

On June 1 the society welcomed to the state the new medical director 
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of the council for mental health, Dr. Juul Nielsen. Dr. Nielsen was 
formerly with the Nebraska State Hospital, and active in that state’s 
mental-health association. 


Kentucky 

Plans are under way to form a mental-hygiene society in Kentucky. 
Mr. Barry Bingham, president of the Lowisville Courier-Journal, 
Mrs. M. M. Harrison, and Dr. A. R. Kasey, director of the divi- 
sion of mental health, are spearheading the movement. Prominent 
representatives from Paducah, Bowling Green, Danville, Hopkins- 
ville, and Ashland are members of the organizing committee. Mr. 
Oren Root addressed the organizational meeting, held on June 20. A 
workshop session was held in the afternoon and a dinner meeting 
that night. 


Maryland 

In the Mental Hygiene Society of Maryland’s Spotlight, we note 
the story of the society’s expansion of clinical service in the counties 
of Maryland. As a first chapter in this program, the society spon- 
sored a community-clinics conference in October, 1949. The most 
recent chapter ended with the governor’s decision to provide the 
supplementary $25,000 needed for this service of the health depart- 
ment. The society was represented by a large delegation on the 
day the senate finance committee conducted hearings on the budget, 
and Governor McKeldin seemed impressed by the facts presented 
by the delegation, admitting that many of them were new to him. 

Appreciation of the réle played by the society in obtaining -addi- 
tional funds for preventive mental hygiene in the counties was 
expressed in a letter to Edward E. Yaggy, Jr., president of the 
society, from Dr. Robert H. Riley, director of the state depart- 
ment of health. 

A vast network of volunteer workers in the society’s annual mem- 
bership campaign canvassed the city for one month, beginning April 1. 
Although the society accepts no organizational membership, organi- 
zations supporting mental hygiene were requested to invite their 
membership to join. Over 100 civic and philanthropic organizations 
were approached by the members of the committee and the response 
was enthusiastic, many organizations including society-membership 
folders in their mailing, printing the membership appeal in their 
own bulletins, and appealing for membership in their meetings. 
In addition a campaign was organized, with workers covering all 
of the 31 postal zones. Following ‘‘Why We Need Members’’ meet- 
ings for all drive personnel, both at society headquarters and in 
the field, house-to-house calls were launched. 
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The society’s first training program for professional leaders of 
lay groups interested in mental health began April 9. Plans called 
for a highly informal training laboratory in which leaders could 
be helped to recognize problems that arise in group educational pro- 
grams—and to acquire some of the skills that will enable them to make 
a group learning experience of maximum value to all participants. 

For this pilot program, registration was limited to only twenty 
professionals in interpersonal relationships—psychiatrists, psychiatric 
social workers, clinical psychologists, educators, and sociologists. Rep- 
resentatives of these several disciplines worked with Thomas Van 
Sant, Director of Adult Education, Baltimore City Department of 
Edueation, who has had extensive group-work experience. 

In return for this experience, which is free, members of the group 
must agree to lead one discussion series for the society next fall. 
The society’s greatly expanding educational program requires more 
professionals trained in group work than the community can at 
present supply. 

In response to pastoral demand, the soci2zty launched its second 
state-wide institute for the clergy. of all faiths on April 9 at Spring 
Grove State Hospital, Catonsville. The institute was planned to help 
the clergy gain added insight into problems in interpersonal rela- 
tionship, and to apply these insights in their daily counseling. Codp- 
erating with the society were the Council of Churches and Christian 
Education of Maryland and Delaware and the Baltimore Jewish 
Council. The subjects discussed included ‘‘Problems of Marital Dis- 
cord,’’ ‘‘Problems of Youth,’’ ‘‘Problems of Alcoholism,’’ ‘‘ Problems 
of Aging,’’ and ‘‘Practical Problems in Pastoral Care.’’ There was 
also a tour of the Spring Grove Hospital. 

The purpose of the Elizabeth Brown Memorial Library is to make 
available an up-to-date reference library of books and publications 
on mental health for the use of society staff, board members, com- 
mittee members, volunteers, students, and professional people in the 
field of interpersonal relations. The library is to be located in the 
society’s headquarters, accessible, with no charge, to all responsible 
members of the community, but deposits will be required before 
books may be borrowed from it. A committee was appointed to 
raise funds for the purchase of books and to screen books donated 
to the library. 

The society held its first workshop for hospital party-giving groups 
in June. Four workshops were held, two for daytime and two for 
evening volunteers. Each workshop consisted of two two-hour ses- 
sions, one devoted to the volunteers’ attitudes and expectations, and 
the other, to discussions and demonstrations of party-giving tech- 
niques, led by representatives from the fields of professional group 
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work, occupational therapy, and recreation. The program was 
planned by the society’s volunteer training committee in response 
to public demand. 

Of the 221 organizations listed on ‘‘The Evening Sun’s Honor 
Roll’’ of volunteer service to the state mental institutions, 72 have 
worked either through or with the society. In addition to these 72, 
the society counts on its own honor roll 151 other organizations 
which, through its program, have made some contribution to the 
state’s mental patients. 

According to The Sun, Crownsville is one of six hospitals cited 
for the 1951 Achievement Award of the American Psychiatric Asso- 
ciation. The citation honors ‘‘the successful employment of volunteer 
personnel in nearby communities to improve patient care.’’ 

Mr. Oren Root, President of The National Association for Mental 
Health, spoke on ‘‘National Mobilization for Mental Health’’ at the 
annual meeting of the Maryland Society in June. This meeting 
was exceptionally well attended. 


Massachusetts 


The newsletter of the Massachusetts Association for Mental Health 
for April, 1951, included an article which is part of the first chapter 
of a thesis by a student at the society, written in partial fulfillment 
of the requirement for a Master’s Degree at Boston University School 
of Social Work. The way in which the society works toward the 
achievement of its broad goals is portrayed by a description of 
its activities. 

One of the most popular and effective services offered by the society 
is the speakers bureau, which makes available to civic organizations, 
parent-teacher associations, and other community and church groups, 
the use of films with accompanying speakers, generally psychiatrists, 
on subjects pertaining to mental health. The society has recently 
received as gifts four new films dealing with the many problems 
that arise out of child-parent relationships. These are available to 
groups who wish to use them in mental-health programs. The 
society firmly believes that films can be used to advantage only 
when the group discussion of them is led by a person trained in 
the field of the emotional development of children. 

Dr. William C. Menninger, General Secretary of The Menninger 
Foundation, Topeka, Kansas, was the speaker at the annual public 
meeting of the society in April. His subject was ‘‘Everyday Needs 
for Psychiatry.’’ 


Mr. Richard H. Campbell was elected permanent chairman of the 
Mental Health Association of North Central Massachusetts at its 
recent first annual meeting. Miss Marian McBee, Director of State 
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and Local Organization, National Association for Mental Health, was 
the principal speaker. An executive committee was chosen, amend- 
ments to the constitution were adopted, and authorization was given 
for incorporation of the association as a non-profit organization. 


New Jersey 

Mrs. Joseph J. Siccardi, of Westfield, New Jersey, has been elected 
president of the New Jersey Association for Mental Health. She 
informs us that within the last month she has visited local mental- 
health associations throughout the state and feels that by this fall 
the state association’s board will have formulated a more active 
program. The state association is working closely with the state 
mental-health authority and is appointing a field-study committee 
which will study mental-health resources and needs in the state, 
to help the board in formulating its program. This committee will 
also help correlate studies made by other professional and lay organi- 
zations in the state on this subject. 

Representatives of the state association attended the National Asso- 
ciation’s presentation of the ‘‘Psychiatriec Aide of the Year’’ Award 
and also attended a meeting sponsored by the New Jersey Depart- 
ment of Institutions and Agencies at which the state association also 
presented an award to the ‘‘Psychiatric Aide of the Year,’’ Mrs. 
Forrest L. Adams, New Jersey State Hospital, Greystone Park. 


The renamed Atlantic County Association for Mental Health held 
its annual meeting in May, Mrs. Kenneth B. Walton being elected 
the new president. At that meeting, a panel forum gave their views 
on efforts to uncover measures needed to insure a mentally healthy 
nation. An open discussion followed the presentations of the various 
factors that influence mental health. The subjects covered were 
‘‘The Home and the Family,’’ ‘‘The Church,’’ ‘‘The Role of the 
School in Mental Health,’’ ‘‘The Work of the Pediatrician in Mental 
Health,’’ and ‘‘The A-Bomb’s Influence on Mental Health.’’ 


The Union County Association for Mental Health held a member- 
ship drive during Mental Health Week, and also sponsored a meet- 
ing in honor of the ‘‘ Psychiatrie Aide of the Year.’’ This association 
reports excellent interest in its educational programs throughout the 
county and is now establishing an active field-study committee which 
will recommend short- and long-term projects for consideration by 
the society’s board. 


New York 
The Committee on Mental Health of the State Charities Aid Asso- 


ciation informs us that the State Charities Aid’s annual meeting 
was attended by 500 representatives at the open sessions or luncheon. 
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Delegates came from all areas of the state and New York City. 
Copies of the addresses made by Dr. Felix, Dr. Menninger, and 
Mr. Root will be available within a few weeks. 

The first joint meeting of representative membership of the up-state 
section and the metropolitan section (S.C.A.A. Committee on Mental 
Health) was held in conjunction with the annual meeting. The chair- 
man of the up-state section announced the appointment, at an execu- 
tive committee meeting held in April in Cooperstown, of three 
subcommittees. The areas of concern are (1) program, (2) organi- 
zation, and (3) finance. Subcommittee membership has been invited 
and meetings of the groups will be held during the summer. Reports 
and recommendations will be submitted at a general meeting planned 
for early September in the up-state area. 

The chairman of the metropolitan section, reporting on its recent 
organization, stated that the executive committee will be announced 
soon, with subcommittee structure as its first project for study. 
Plans for general membership to this section will be considered. 


The Proceedings of the 1949 and 1950 institutes of the Mental 
Hygiene Society of Monroe County have been printed in booklet 
form. ‘‘Mental Health and World Citizenship’’ and ‘‘Prejudice’’ 
are the subjects considered by specialists from the fields of psychiatry, 
psychology, political science, and sociology. 

The Mental Hygiene Association of Westchester County is holding 
its first extensive fund-raising drive—which is also the first joint 
drive of The National Association for Mental Health with a local 
group. Forty local committees were set up to cover the county, 
not only to help raise money, but to represent the association through- 
out the year as local sections. As this drive has not been completed, 
results will be reported later. 


North Carolina 


The North Carolina Mental Hygiene Society announces that Dr. 
R. Burke Suitt, Department of Neuropsychiatry, Duke University, 
was installed as its new president during its annual meeting in April. 

A joint program was held by the society with the North Carolina 

Conference for Social Service, at which time the one-act drama, 
Scattered Showers, was presented by the Rocky Mount P.T.A., and 
High Pressure Area, another one-act skit, by the Cumberland County 
Mental Hygiene Society. A panel of moderators then discussed these 
plays. 
The society has appointed a special committee to consider the need 
for boarding homes for the temporary care of patients who could 
be discharged from state hospitals, but who need an interim period 
between institutionalization and return to self-maintenance. 
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In considering the current membership of the society, the board 
recognized that a considerable number of persons joined at the time 
of the institute last fall. This was held one month before the date 
fer renewal of membership. 

The board of the society adopted a number of resolutions submitted 
to them by the society’s committee on the exceptional child. These 
included recommendations for hastening additions to the Caswell 
Training School, for which money is already available; endorsing 
unreservedly the request for a donation of $30,000 to the Cerebral 
Palsy Hospital for additional space; endorsing the program of the 
special-education division of the state department of education which 
provides for special teachers and rooms for the training of retarded 
or feebleminded children; and recommending properly planned appro- 
priations for a needed institution for the specific care of Negro 
feebleminded children. 

The society reports that the committee for activities during Mental 
Health Week was composed of representatives from the state board 
of health, the hospitals board of control, the state board of public 
welfare, the state department of public instruction, and the North 
Carolina Society. 


Ohio 
The Rev. Arthur C. Decker, of Troy, was elected president of the 


Ohio Mental Hygiene Association at its annual meeting in April. 

The association’s annual report states that in the past two and 
a half years, the association has assisted in organizing eight new 
local societies. Since 1948 charters have been issued to 12 local 
societies, and in 1950 there were 3,670 joint members of the county 
ana state organizations. Besides speaking engagements and confer- 
ences with local societies on their program, the state association gave 
assistance to local groups in presenting the needs in their community 
to the state division of mental hygiene by arranging conferences 
and participating in the discussion. The association was represented 
on committees of the Ohio Program Commission, the Ohio Commis- 
sion on Children and Youth, the Ohio Welfare Conference, the 
American Association on Mental Deficiency, and the Women’s State 
Committee, and was an adviser on legislation to the Mental Hygiene 
Committee of the Ohio League of Women Voters. The annual report 
gives a summary of activities, including community organization, 
informational services, special conferences, liaison with other groups, 
relationship with state services, legislation, information service to 
individuals, and financing. 


The spring, 1951, bulletin of the Cleveland Mental Hygiene Asso- 
ciation, Mental Health and Our Community, combined the spring 





NOTES AND COMMENTS 507 


bulletin with an invitation to the seventh annual meeting of the 
society, which was held in May. The subjects of the various sessions 
included ‘‘Mental Health Factor in Industrial Relations,’ ‘‘ Religion: 
Vital Force in Effective Living,’’ ‘‘Contribution of the Public Health 
Nurse to Community Mental Health,’’ and ‘‘Children Under Stress.’’ 
The speakers and commentators on each of the subjects discussed 
were carefully chosen as authorities in their field, and Dr. Edward 
O. Harper presented the Cleveland Mental Hygiene Association’s 
‘‘Survey of Cuyahoga County Residents Under Treatment or Await- 
ing Treatment in October, 1950.’’ 

The association feels that now for the first time Cleveland can be 
realistic in planning how to bring psychiatric services within reach 
of those who need it since, because of this study, they will have 
facts about the number of people from this county under psychiatric 
treatment in hospitals and clinics and the number seeking treatment. 


The Miami County Mental Hygiene Association recently held a 
seminar for ministers. There were six weekly sessions, the topics 
discussed being ‘‘ Mental Hygiene and the Minister,’’ ‘‘The Approach 
to Counseling,’’ ‘‘The Beginning Interviews,’’ ‘‘Middle and Ending 
Phases,’’ ‘‘Special Problems in Counseling,’’ and ‘‘Case Studies of 
Counseling.”’ 


The Montgomery County Mental Hygiene Association notifies us 
that the Fourth Annual Training Program and Summer Interne- 
ships at Dayton State Hospital will be held this year from June 11 
to July 27. This program is available to teachers, pre-medical stu- 
dents, social workers, police officials, clergymen, theological students, 
students of psychology, sociology, and nursing, and others whose 
work in related to mental health, mental hygiene, guidance, and 
counseling. Its purpose is to make available to those men and women 
who are qualified and interested an understanding of the state- 
hospital treatment program. It will also give professional people 
and students better understanding of mental-health and mental- 
hygiene problems in their special fields of work. The applicants 
who are accepted will work at the Dayton State Hospital and the 
Dayton Receiving Hospital, and opportunities will be provided for 
attendance at clinics, conferences, and lectures. College credit for 
this can be secured from the University of Dayton (3 semester hours). 
Places are available for ten full-time interneships as part of this 
training program. These internes will be paid attendants’ wages 
and follow the regular attendants’ schedule as to hours per week, 
but with the provision that they will be given opportunities for 
experience with various types of patient and treatment service. 

During the month of April, this association was represented and 
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testimony was presented by the executive secretary at legislative hear- 
ings on appropriations for the mental-hygiene division, chronic alco- 
holism, and divoreement of the mental-hygiene division from the 
department of public welfare. Numerous letters have been written 
to legislators about these bills and others, and numerous releases 
have been sent to interested individuals and groups in the com- 
munity. The association feels that it has not yet sufficient citizen 
support for mental-hygiene legislation to assure the passage of the 
approved bills. It does, however, feel that a great advance has 
been made and that legislators are giving more attention than ever 
before to mental-hygiene bills. The number of mental-hygiene bills 
introduced in the legislature is of considerable significance. 

At the association’s May board meeting, a resolution was passed 
unanimously commending the administrators of the St. Elizabeth’s 
Hospital for providing a psychiatric unit of at least 45 beds in their 
future plans for increasing their services to Dayton and its environs. 

The annual meeting of the association was addressed by Dr. George 
S. Stevenson, Medical Director of The National Association for Mental 
Health, who before the meeting inspected the new receiving hospital 
for emotionally disturbed children which is soon to be opened as 
an additional feature of the guidance center. He also visited the 
psychiatric unit of the Miami Valley General Hospital, and attended 
luncheon at the Dayton State Hospital and an informal dinner with 
the association’s board of directors. 


Pennsylvania 

In the April, 1951, issue of the Pennsylvania Mental Health News, 
we note that the Pennsylvania Citizens Association for Health and 
Welfare feels that Pennsylvania began to gain a reputation for 
making a real effort to bring its mental institutions up to modern 
standards during the Duff administration. More adequate appro- 
priations for operating the mental institutions were made, the Eastern 
Pennsylvania Psychiatric Institute was established, the division of 
community service was created, and a $143,000,000 building and 
renovation program was undertaken. 

The first indication of Governor Fine’s position was his reap- 
pointment of Welfare Secretary Brown, who has enthusiastically 
supported the mental-health program. The second indication came 
in the budget message of March 19. 

Operating appropriations were satisfactory, being increased over 
13 per cent above 1949-51. 


The Berks County Child Study Workshop was a successful com- 
munity-mental-health project carried out by the Berks County Council 
of Parent-Teacher Associations and the division of community serv- 
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ice. This two-day workshop had an excellent program, headlined 
by Mrs. Elizabeth Healy Ross, Consultant in Social Work to the 
National Institute of Mental Health. Other outstanding local and 
national mental-health specialists helped to make the workshop a 
real success. 

A somewhat similar project is being planned in the southeast 
area for April 30, when one hundred community-mental-health leaders 
from a five-county area will meet at Norristown State Hospital for 
a one-day workshop on ‘‘ First Aid in Mental Health.’’ This program 
is under the direct leadership of the Mental Health Committee of 
the Health and Welfare Council, in codperation with the Pennsylvania 
Citizens Association and the division of community service. 


South Dakota 


Mrs. Faith Watson, Secretary of the South Dakota Mental Health 
Association, informs us that the association is holding a tremendous 
membership campaign in about 65 towns. The American Association 
of University Women is coéperating through their membership, but 
not as an organization, for they are committed to no fund-raising. 
However, their state president has endorsed. the state association’s 
program and many of the state chairmen for the campaign will come 
from the ranks of the A. A. U. W. membership. 

With a chairman in each of the larger cities of South Dakota, a 
series of chain coffee-and-doughnut breakfasts will be held. Starting 
with a nucleus of five or ten women in the city, each will entertain, 
four guests at coffee and doughnuts only. Each hostess pays $2.00, 
each guest $1.00. Each guest in turn agrees to entertain four of 
her friends the next week, when the process is repeated. No one 
pays more than $3.00 in all. When a woman has been a guest 
and a hostess, she receives a membership in the South Dakota Mental 
Health Association. If she is already a member, she will be credited 
with next year’s dues. Men may participate also. The association 
hopes that the funds derived will help to employ full-time staff, so 
that its efforts can continue and its achievements can be multiplied. 

The Yankton and Mitchell chapters were accepted as affiliates of 
the state association at the April meeting of the board of directors 
of the association. It was decided at this meeting to adopt the 
policy of electing officers of local chapters in September prior to 
the annual meeting of the state association. At this meeting, Dr. Wat- 
son, president of the state association, described the Institutional 
Service Unit sponsored by the Brookings Chapter. All colleges in 
the state are being contacted, and students are offered college credits 
for working in Yankton Hospital ten weeks during the summer. The 
state association will co-sponsor the unit and underwrite expense 
only if necessary. 
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The Yankton Chapter reported a survey that was being conducted 
on the need for a clinic in that city, and stated that it is understood 
Yankton has the highest juvenile-delinquency rate in the state. The 
chapter is building a library of books, films, and radio transcriptions 
for local program use by churches, service clubs, and so on. 

The president of the chapter reports that it is establishing a 
camp on the James River for thirty or forty underprivileged children 
of Yankton and vicinity. The site is a state park in which ample 
recreational space and equipment are provided. Children will be 
reached through churches, schools, the Salvation Army, and the child 
welfare department. Physical examinations will be provided and 
a nurse or first-aider will be in charge. 

Besides working hard on the Institutional Service Unit, which 
starts June 15 at Yankton Hospital, the Brookings Chapter is also 
working on the project of securing a school counselor and establish- 
ing a class for mentally handicapped children in the schools. Miss 
Dorothy Le Due, who has devoted more than twenty-five years to 
teaching such children, spoke at the June meeting of the Brooking 
Chapter and two days later to the Kiwanis Club on the same subject. 
Plans for a mental-health clinic in Sioux Falls are nearly complete 
and the project was offered to the public for acceptance at a mental- 
health forum in May. The state association informs us that a year’s 
preparation went into this, and that work on the extension to full-time 
of the now part-time mental-health clinic in Rapid City is progressing. 

One hundred and fifty members in Mitchell met and organized 
the chapter there in April. As much interest in obtaining a school 
counselor has been shown in Mitchell, it was decided this would 
be the chapter’s first project. 

The state association also informs us that the Second Pastoral 
Counseling Institute at the University of South Dakota will be held 
in July. By request, it is again being offered to ministers of 
all faiths. 

We also note that the association has undertaken a survey of the 
curricula of the teachers colleges in the state in the matter of the 
study of mental hygiene and the type of material used. 


Texas 


At its recent annual conference, the Texas Society for Mental 
Health presented as its distinguished guest speakers Dr. Eduard 
C. Lindeman, who opened the conference with a characteristically 
penetrating analysis of ‘‘Moral Responsibility in Time of Crisis’’; 
Dr. Alphonso Milan, who presented an excellent case for ‘‘ World 
Organization for Mental Health’’; and Governor Youngdahl, of 
Minnesota. The latter’s dynamic message on the ‘‘Conservation of 
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the Human Resources of a State,’’ in which he emphasized the 
importance of the rehabilitation of the mentally ill, was most timely 
in view of a measure that was then under consideration by the Texas 
Legislature. This measure would abolish the nine-member board 
for state hospitals and special schools, which had been created by 
the legislature two years before, without any plausible explanation 
for such action and in face of many improvements that the board 
had already effected in the hospital system. In spite of the intensive 
efforts of the entire society membership and the valiant assistance 
of the Texas Tuberculosis Association, the measure was approved by 
the senate, but was laid to rest through parliamentary procedure 
by the house of representatives. 

In the meantime, the board for state hospitals and special schools 
had secured Dr. George W. Jackson as medical director for the 
hospitals and other qualified personnel who were willing to under- 
take the task of placing the state-hospital system on a sound basis. 
The Texas Society plans a state-wide presentation to the people of 
the state of the board’s program of in-service training for personnel, 
improved methods of patient treatment, development of volunteer 
services, and research, which is already under way. 

A conspicuous upsurge of interest in several of the affiliated socie- 
ties is evidenced by the series of excellent programs that have been 
presented regularly to the public, the surveys of local mental-health 
needs and resources, and the volunteer-services programs undertaken 
in mental hospitals. The Austin-Travis County Society for Mental 
Hygiene has been fortunate in having an especially well-trained 
occupational therapist to plan and direct the work of volunteers at 
the Austin State Hospital. Members of the Dallas County Mental 
Health Society are working at the nearby Terrell State Hospital, 
and the Wichita Falls Hospital is receiving the services of a number 
of the members of the society in that city. 

Applications for affiliation with the state society were approved 
at the annual business meeting from the Beaumont Mental Health 
Society and the Denton Society for Mental Hygiene. The nineteenth 
annual conference of the society will be held in Fort Worth in 
March, 1952, and program planning is already under way. Five sec- 
tions have been established and chairmen appointed for them: Reli- 
gion, Industry, Community Activities, Education, and Care and 
Prevention of Mental Iilness. 


Virginia 
We note in the American Psychiatrie Association’s Mental Hospital 


Service Bulletin of May, 1951, that local members of the speakers 
panel of the Virginia Mental Hygiene Society visited Eastern State 
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Hospital at Williamsburg in order to gain first-hand knowledge of 
the workings of a mental hospital. The visit, which included a tour 
of the hospital plant and orientation talks by several staff members, 
was designed to enable the speakers to present the hospital’s program 
and needs more effectively to their audiences. 


Washington 
The Washington Society for Mental Hygiene informs us that it 
is making preparations for its annual meeting in October, to be held 
in Yakima. Part of its program will be devoted to a discussion of 
its organization and activities and its twelve affiliated units. 


West Virginia 

The Huntington Mental Health Association reports that in its one 
year of operation it has grown from an initial ten members to over 100. 
It has presented open forums on ‘‘ Alcoholism,’’ ‘‘ Problems of Youth,’’ 
‘‘Family Tensions’’ and ‘‘The Golden Years, or Old Age.’’ At the 
April meeting, the one-act play, Scattered Showers, was presented 
with a cast consisting of members of mothers’ clubs of Huntington. 
Dr. Samuel W. Hamilton was the principal speaker at the May 
meeting of the association. His topic was ‘‘Citizen Opportunities 
for Mental Health.”’ 


The Citizens Mental Health Committee of Charleston has held 
numerous meetings and also visited the Huntington State Hospital. 
In April, it held a four-session familiarization course in mental 
hygiene open to laymen of the community. We note that on its 
mimeographed membership sheet it lists specific activities which 
it feels the society can undertake in the community. On a sheet 
listing its planned activities for the next few months, there is 
space for checking participation interest. 

We have also received information that mental-hygiene associa- 
tions are being formed in Elkins, Welch, Morgantown, and Wheeling. 


Wisconsin 

The fourth state-wide mental-health conference was held under 
the sponsorship of the state mental-health authority and the Wis- 
consin Society for Mental Health. Its theme was ‘‘Mental Health— 
Our Children’s Birthright, Our Nation’s Strength,’’ and its stated 
objective was ‘‘to find how best to use our present resources.’’ Sec- 
tional luncheons on leadership were held on the following subjects: 
‘‘The Pastoral Counselor and the Family,’’ ‘‘Human Relations on 
the Job,’’ ‘‘The Family, School, and Child,’’ ‘‘Emotional Needs of 
Grandparent, Parent, and Child,’’ and ‘‘The Professions and the 
Student.’’ General session topics were: ‘‘We Stand Together,’’ 
‘Those Who Think Slowly,’’ ‘‘Teamwork at Mendota and Winne- 
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bago,’’ ‘‘ Ability and Survival,’’ ‘‘Mental Health and Offenders,’’ 
‘‘Community Responsibility for All the Citizens,’’ ‘‘The Habitual 
Sex Offender,’’ and ‘‘ Responsibilities That Can’t Be Ignored.”’ 

A reorganization of the society is being undertaken during the 
summer months by the board of directors and appropriate com- 
mittees. The purpose is to simplify the present articles of incor- 
poration and bylaws, as well as to rewrite policies so as to facilitate 
operation under The National Association for Mental Health. Present 
plans include the presentation of the proposed revisions at the 
‘annual meeting of the society in September and immediate operation 
thereafter under a board which includes representation by region as 
well as members at large. It is proposed that the regions coincide 
within limits with the districts set up by the state board-of health, 
although some adjustment is recommended on the basis of population. 

For the present, local groups will continue to function as they 
are now, so far as the society is concerned, until organizational 
details and policies have been recommended by the appropriate com- 
mittees and accepted at the annual meeting. The society states that 
it is looking forward to the development of strong national-state- 
local relationships, in the interest of doing for mental health in 
the next decade what it took fifty years to accomplish for maternal 
and child health. 


The Milwaukee County Society for Mental Health reports that its 
program-and-activities committee planned and conducted orientation 
seminars in March, April, and May in codperation with three special 
committees—on ‘‘Geriatrics,’’ ‘‘ Alecoholism,’’ and ‘‘Cultural Prob- 
lems and Mental Health.’’ The seminar on ‘‘Cultural Problems 
and Mental Health’’ was attended by about 200 people, including 
about 25 Indians, as the discussion was particularly keyed to the 
problems of the Indian community and the total community. For 
each of the seminars, from 300 to 600 program flyers were mailed 
to members of the society and other interested persons, including 
organizations. The chairman of the mental-health literature com- 
mittee obtained material for each of the seminars, thereby providing 
valuable services at these meetings in codperation with the Milwaukee 
Public Library, Science Research Associates, and the division of 
mental hygiene of the state department of public welfare. The 
society informs us that all but five of its 24-member board are also 
chairmen or committee members. Membership has been built without 
a drive since February, 1950, since the society is stressing active 
participation over payment of dues. It has now 225 members, 137 
of whom are actively engaged in committee work. 
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The society’s publication committee issued the April newsletter 
for Mental Health Week. One thousand copies were planographed 
and over 700 mailed out by mailing committees provided by the 
Junior League of Milwaukee County and the National Council of 
Jewish Women, Milwaukee Chapter. 

The committee on pastoral counseling scheduled an all-day insti- 
tute in May which was attended by more than 100 persons, most of 
them ministers. It was sponsored in codperation with the Wisconsin 
Mental Health Authority. 

The Milwaukee Society feels that the orientation seminars have 
proven highly successful from the standpoint of community educa- 
tion. Originally they were scheduled for its board and members, 
but the society found that new people are continuously attracted 
to these events, due to their good individual and press publicity 
and the excellence of the programs. 

This society has planned a second mental-health-education work- 
shop at Milwaukee State Teachers College in June, in codperation 
with the Milwaukee State Teachers College, the Milwaukee Public 
Library, and the Wisconsin Congress of Parents and Teachers. 
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